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THE PROBLEM OF THE INDUSTRIAL LAME BACK 


BY ROBERT B. OSGOOD, M. D., BOSTON, MASS. AND 


‘‘AtL you have really to do is to keep your 
back as straight as you can and not think about 
what is on it.’’ Ruskin was metaphorically 
speaking, but we doubt whether any more sound, 
direct advice can be given to every man and 
woman engaged in industry. 

The excuse for the paper is the fact that lame 

backs represent probably the most important 
group of industrial accident cases. In a large 
metal working plaut back strains represent 
about 20 percent of all accidents. They are im- 
portant, not alone because of their frequency, 
but because of the lack of accurate diagnoses 
and because of the difficulty of disproving the 
man or woman’s assertion of back pain. Let us 
say at the outset that neither of us is seeing a 
large number of industrial lame backs. Both of 
us are seeing many cases of back pain and just 
enough of the industrial type in the capacity 
perhaps of referees to have their problems 
forcibly presented to us. Contrasts have sharp 
outlines, and in our experience these contrasts 
have been of two kinds. One is the contrast 
between the attitude of mind of the average 
civilian not concerned with medico-legal or em- 
ployers liability questions and the attitude of 
mind of the industrial accident case. The other 
contrast, we are sorry to say, is the contrast be- 
tween careful search for the cause of symptoms 
and haphazard prescriptions for the relief of 
pain. 
If the paper can be said to have a purpose, it 
is (1) to state the problems, (2) to suggest meth- 
ods of diagnosis, (3) to catalogue the common 
causes, and (4) to outline rational methods of 
treatment for these common causes. 


THE PROBLEMS 


We will try to state the problems which seem 
to us to be erying most loudly for solution. We 
have attempted to enumerate them in what 
seems to us the order of their importance. 

_ First are the cases of back pain arising during 
light or heavy industry in persons who habit- 
ually hold and use their bodies in positions of 
mechanical disadvantage. The best demonstra- 
tion of the prevalence of this potential of back 
pain was furnished by the draft. Large num- 
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bers of these individuals with faulty statics were 
not accepted. Many of them were ac- 
cepted and quickly shipped over seas for in- 
tensive training. Our observation led us to 
believe that an unfortunately large proportion 
of them broke down under this training. So 
large was the number that the army authorities 
were actually alarmed and special training bat- 
talions were organized. A fact for industry to 
remember is that by patient, but not excessively 
prolonged training, it was possible to reclaim 
and make fit 80 percent of these derelicts. 

Watch an old piano mover work and you will 
see him lift with his thighs and not with his 
back. Seat a stenographer properly and she 
will make fewer typographical errors and prob- 
ably have less difficulty with her menstrual 
periods and less lame back. 

We are of the opinion that the second most 
important problem is presented by the persistent 
symptoms so often following the acute strains 
or accidents of industry in which the Roent- 
genograms reveal no gross lesion. The need of 
accurate diagnosis in these cases is acute. We 
believe our first endeavor should be to demon- 
strate the presence or absence of persisting 
strains or ligamentous relaxations. We think 
we can show that careful Roentgenograms, us- 
ually stereoscopic, may help to furnish the evi- 
dence we seek. 

We ere inclined to believe that the problem 
which next merits attention is, like the first, a 
combination problem. In hard working men 
over forty it is possible to discover the presence 
in the spine and other joints of what has been 
termed hypertrophic or osteo or degenerative 
arthritis. The over-deposit of calcium at the 
edges of the vertebral and sacro iliac articula- 
tions, accompanied as we know it is by early 
degenerative changes in the articular cartilage, 
is revealed in the Roentgenogram. The subjec- 
tive symptoms of the early lesions of this type 
of arthritis may be nil, until some injury, per- 
haps some very slight injury, increases the local 
activity of the process. The symptoms may then 
be out of all proportion to either the severity of 
the injury or the underlying disease. We feel 
quite sure that the provocative nature of trauma 


™ 


in these cases has not been fully appreciated. 
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They are amenable to treatment in hospital an: 
private practice, yet the Roentgenograms be- 
fore and after are identical. The potential of 
the underlying disease, however, must always 
be in our minds. It is a two-edged sword; one 
edge protects the employer defending his possi- 
ble claim that the accident cannot be the whole 
cause of the symptoms, and the other edge sub 
stantiates the man’s claim that whereas I was 
well, now I am sick, and it is my injury which 
has reduced me to this sorry state. 

A fourth complex problem is the problem of 
the relation of anatomical variations, that is, 
congenital abnormalities, to accident or injury. 
These variations from normal,—six lumbar ver- 
tebrae, enlarged and possibly impinging trans- 
verse processes, partial or complete sacralization 
of the last lumbar vertebra, have obviously ex. 
isted long before acute or chronic symptoms of 
back pain began. Is their association casual or 
eausal? Our conviction is that it is neither. 
When any considerable departure from normal 
anatomie relations exists a careful, truthful his- 
tory will very often tell the tale of a previous 
weak back, never crippling but intermittently 
symptomatic. The association is, therefore, not 
easual. Per contra, the variation itself cannot 
be the sole cause of the symptoms, since it has 
existed many years in the absence of discomfort 
The association, therefore, cannot be, strictly 
speaking, truly causal. The abnormality must, 
we think, be looked upon as potentially contrib. 
utory. These backs are unquestionably more 
easily strained; they sem to be more suscepti- 
ble to a traumatic or toxie or hypertrophic 
arthritis. The commonly existing bursae be. 
tween an enlarged transverse process and the 
top of the sacrum, the true joints hetween the 
process and the sacrum or ilium in a partially 
sacralized, but not completely fused last lumbar. 
are very subject to traumatic lesions. Nerve ir- 
ritations from swelling or adhesions may be ex- 
pected to occur more often and account for the 
frequently severe sciatic pain and the protective 
deviations of the spine which have been called 
seiatie scoliosis. 


Loath as we 
and add to the d les of their solution, a 
fairly wide experience with these surprisingly 
common congenital conditions has convinced us 
that the association between the occurrence an‘ 
persistence of symptoms and the presence of 
these abnormalities is an intimate one. The facis 
are as they are. 

The last special problem which we shall dix. 
cuss is perhaps not the least important of our 


series. It is surely one of the most difficult. We 


may name it the psychic problem. As we have 
said in our introduction, it is sometimes impossi- 
ble to prove that a patient’s assertion of back 
pain in the absence of demonstrable lesion is a1 


On the one hand, we recognize the honest 
untrue or even an exaggerated assertion. 
worker with a family which cannot be supported 
by his compensation, who finds himself unable 
to continue to work steadily at his old, heavy 
job because of persistent or recurring lame back. 
He becomes discouragingly convinced that he 
never can return to his old trade, and being un- 
fitted for any other, it is hard to persuade hii 
that treatment may yet avail. ‘‘Hope has proved 
such a poor virtue that disappointment has paid 
her debts,’’ and unfortunately, the debts of 
hope are not the hard cash debts of the grocer 
and the milk man. Surely this man’s mental in- 
hibition towards recovery is not a malingering 
inhibition. 

On the other hand, we have become cognizant 
of the ‘‘Seasonal back.’’ Among themselves the 
members of the Massachusetts Accident Com- 
mission call these backs by the name of an 
excellent hospital to which these men go for 
treatment in the late autumn with a certain dis- 
concerning regularity. The patient appears at 
the clinie complaining of back pain. The exami- 
nation reveals a back limited (perhaps by intent) 
in motion. The Roentgenogram may suggest «# 
mild hypertrophic arthritis or may reveal no 
lesion. After a trial of physiotherapy, which 
fails to relieve symptoms, a plaster cast is ap- 
plied which affords relief as long as it is worn, 
but fails to cure until the better weather of the 
spring arrives and outdoor working conditions 
become more agreeable. The butterfly emerges 
from his chrysalis. The compensation dole has 
made a lazy hibernation possible. 

The Industrial Accident Boards are endeavor- 
ing to discover these malingerers and limit the 
extravagance of their support, but protected as 
they are by a well meaning though misapplied 
treatment, the attempt of the authorities is often 
unavailing. It behooves us as practitioners to 
be on our guard against such eases, and to detect 
more of the seasonal lame backs. 


METHODS OF EXAMINATION 


We shall next in schematic form outline the 
methods of examination which in our opinion 
should be followed as a routine in all lame bac« 
eases in which any problem of accurate diagno- 
sis is presented. 

Dr. Smith-Petersen in a recent unpublished 
paper has made a real contribution. We quote 
him in several instances. 

History taking is an art and the physicia» 
must needs become for the moment a symp:- 
thetie barrister in eliciting and evaluating an:! 
sifting the wheat from the chaff. The exact 
method of onset, the immediate and late symn- 
toms, the exact distribution of the pain and its 
character the patient alone can tell us and we 


must possess ourselves of this knowledge in eveiy 
case. 


4 
4 
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1. 


2. 


3. 


4. 


4. 


5. 


Strip the patient and note the general body 
form and the muscular development and 
tone. 

Patient standing. 

a. General statics, body posture in relation 

to the centre of gravity, abdominal con. 

tour, weight bearing lines of the feet. 

Note exaggeration of the normal curves of 

the spine, abnormal curves, deviations. 

c. Motions of the spine, active and passive. 

d. Musele spasm, general and local. 

e. Chest expansion. 

Patient sitting. 

a. Motions of the spine, active and ive. 

In lumbo sacral cases, forward flexion will 

be still limited ; in sacro iliae it will be free 

because of support of the pelvis and relax- 
ation of the hamstrings. 

Reflexes, disturbances of sensation and 

motion in the limbs. 

Condition of the circulation; blood press- 

ure, heart, lungs, tonsils, teeth, ete. 
Patient in dorsal recumbency. 

a. Measurements of the length of the lower 
limbs and the comparative size of the 
calves and thighs. 

. Contours of all joints by inspection and 
palpation. 
Motions of all joints, active and passive. 
. Flexion of thighs on pelvis with knees 
bent. In lumbo sacral lesions, this may 
be expected to be painful; in sacro iliac, 
not painful because the pelvis moves more 
as a whole. 
Viexica of the thighs with the knees 
straight, hand beneath lumbar spine to 
detect relation between expression of pain 
and movement of spine. Helpful in dis- 
criminating between low spinal and sacro 
iliae lesions. 

. Ability to assume and symptoms cause:i 
by the opisthotonos position. Agnew’s 
sign. 

. Abdominal palpation. Special reference 
to faecal masses in colon. 

h. Points of tenderness, especially the pubic 

symphysis. 
Patient in lateral recumbency. 

a. Symptoms caused by lateral compression 
of crests. Care taken to have patient lie 
on side of lesion and to sustain the press- 
ure on the erests. If painful, suggesis 
sacro iliae lesion. 

Patient in ventral recumbency. 

a. Contours of spine, pelvis and hips. 

b. General and local muscle spasm. 

c. Points of tenderness in back and along 
nerve trunks. 
Note especially coceygeal, sacral, sacro 
iliae, posterior-superior spines, ilio lumbar 
ligaments, lumbo sacral joints and spinous 
and transverse process tenderness. 


b. 


b. 


AS 


7. 


8. 


d. Symptoms and signs elicited by extreme 
flexion of the knees. 

e. Symptoms and signs elicited by hyperex- 
tension of the thighs. 

f. Anatomic relationships of bony promi- 
nences. 

g. Rectal and prostatic examination. 

In what position in recumbency is patient 


most comfortable? In sacro iliac lesions, for 

example, the patient is usually uncomfortable 

if he lies long on the side of the lesion. A 

lumbo sacral case is usually comfortable ly- 

ing on either side or on the back. 

Roentgenological examination. 

a. Antero posterior and lateral views of spine 
well above and below suspected region. 

b. Stereoscopic views of the lumbo sacral and 
sacro iliac regions. 

Such laboratory examinations as are consid- 

ered likely in the individual case to yield im- 

portant data. Urine, blood, spinal fluid, Was- 

sermann, etc. 

We will ncxt attempt to catalogue the com- 


mon causes of back symptoms. 


1. 


Referred pain from 

a. General debility and mental or physical 
fatigue, an important cause frequently in- 
vestigated and a background which should 
not be neglected. 

. Gynaecological and genito-urinary lesions, 
more often over than under estimated as 
possible causes. Graves’ statistics, how- 
ever, seem: to show that uterine retrover- 
sions before the menopause are associated 
with backache, which is relieved in a large 
percentage of cases by successful surgical 
correction. 

Neurological lesions; spinal cord tumors. 

A small group with suggestive signs often 

overlooked. Lumbar puncture sometimes 

combined with puneture of the cisterna 
magna may reveal a block or altered fluid 
or pressure. 

. Imperfect joint mechanism of the lower 
limbs, especially faulty weight bearing 
lines in the feet. A common contributory 
and sometimes a primary cause of back 

in. 


pa 
2. Statice or postural causes. 


a. Body type susceptibility. One large indus- 
trial company refuses to employ for hard 
labor any man over 5 ft. 10 inches in 
height and strives to obtain the square, 
stocky back of the 5 ft. 8 inch man. The 
long slender back does not stand the 
strain. 

. Imperfect mechanical use of the body 
necessary to the efficient performance of 
the task. 

c. Oceupational demands which require the 

use of the body in positions of potential 
strain. 


| 
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d. Partial or complete  spondylolisthesis 
which may result from such use. This is 
suggested by the attitude and confirmed 
by antero-posterior and lateral Roentgeno- 
grams, 


4 


4 


FIG. 1. 


Fiat feet showing change in weight bearing. 


8. Metabolic, toxie or infectious, affections of 
the muscles, called lumbago or myositis. 
These names are too often offered as diag- 
noses when the cause of the symptoms is 


FIG. 2. Shows bad posture as the cause of back pain. 


mechanical. We believe, however, that these 

conditions may exist alone and induce very 

acute and painful symptoms, fortunately of 
short duration. Exposure seems to be a fre- 
quent etiologic factor. 

4. Acute Traumata. 

a. Strain of aponeurotic or muscle attach 
ments, tears of ligaments. The history 
the points and distribution of tenderness 
and the character of the limitation of mo 
tion are the important diagnostic aids. 


b. Fractures of the transverse and spinous 


processes. The nature of the injury, us- 


ually falls or blows, the sharply and ap- 
propriately localized tenderness and the Ro- 


er 
‘ 3 
« 
> 
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entgen-Ray determine the diagnosis. It is 
unfortunate that the man is so often told 
that he has fractured his spine. The aver- 


FIG. 3. Partial spondylolisthesis. 


FIG. 4. Complete spondylolisthesis, fifth lumbar in front, 
looking directly on to the articulating surface. 


age duration of disability in private cases 
is much less than in compensation or med- 
ico-legal cases, if apposition and alignment 
are , 

c. Compression fractures of the vertebrae 
and sacrum. These represent perhaps the 
most commonly overlooked and under 
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treated serious industrial lesions. In Se-|5. Arthritis. 

ver’s analysis of 24 industrial fractures,| a. Type I, ankylosing, using the terms met- 
the minimum period of disability before abolie, ‘toxic, infectious synonymously. 
the ease was seen by the impartial referee 1. ‘‘ Poker back, ’* spondylose rhizomel- 
was 17.7 months. Impacted fractures of 


4 


FIG. Acute sprain. No ay in the spine. Position 
due to A... ligamentous tea 


cent 7. Compression fracture .inth dorsal body from a slight 
the sacrum have been in our experience] 


comparatively unimportant injuries. 


d. Serious fractures and dislocations of the ge 
spine and pelvis ordinarily give rise to y 
such serious symptoms as to be rarely due to some infectious agent, frequently 


FIG. 6. Shows fracture of ‘ transverse processes of the 
third and fourth lumbar bodies 


missed in the clinical and Roentgenolog- FIG. 8. Antero-posterior view, ame compression fracture 
ical examination. We have known frac-) Temenerative changes. 


tures of the pubie and ischial rami to be but not always subsequent to a Neisser 
overlooked and to be productive of pro- i 


infection. 
onged discomfort. 2. Metabolic, toxic, or infectious, due to 
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some remote focus, teeth, tonsils, G. U. 
tract and intestinal canal. We believe 
that faulty elimination is perhaps the 
most common cause of this type. Daily 


FIG. 9. Strumpell-Marie type arthritis showing calcification 
extending into the interarticular ligaments. 


movements of the bowels do not mean 

daily thorough evacuation. 

o. Type II, hypertrophic, osteo, degenerative, 
non-ankylosing arthritis, using the terms 
synonymously. 


FIG. 10. Mild hypertrophic arthritis. 


One of the common primary and one of 
the very common contributory causes of 
lame back in late adult life. The Roent- 


ugust 1924 


diagnostic method. In younger subjects, 
a type of irritative arthritis, in no way to 
be differentiated Roentgenologically from 
the metabolic hypertrophic type, develops 


FIG. 11. Extensive hypertrophic 
with regenerative changes bet 
bodies, cartilage eroded. 


or degenerative arthritis 
ween the third and fourth lumbar 


about a localized injury to the bone or 
joint and causes persisting symptoms. 
6. Anatomie variations. O’Reilly’s large series 


FIG. 12. Impinging transverse processes. Localized arthritis 
between the second and third lumbar bodies. 
of anatomie variations indicated that 50 per- 
cent had back symptoms of varying severity. 
a. Impinging spinous or transverse processes. 


genological examination is the only certain 


Spinous processes may impinge, not only 
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FIG. 
lumbar 


disalignment of the 
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heeause of their abnormal length, but also 
hbeeause of an inereased lordosis from 
faulty posture. Enlarged transverse proc- 


18. Shows sacralized transverse process of the fiftn 
body with loose sacroiliac joint on the opposite side and 


FIG, 14, 


Shows six lumbar bodies. 


esses of the fifth lumbar may impinge 
upon the sacrum or ilium. 

In both impinging spinous and trans- 
verse processes adventitious bursae develop 


tious inflammation. It is conceivable that 
lockings may occur, retained by a (pseudo) 
protective muscle spasm. 

. Partially or asymmetrically sacralized 
fifth lumbar vertebrae change normal lev. 
erages. <A true joint on one or both sides 
between the process and the sacrum or 


ilium may exist and these joints seem spe- 
cially subject to strain. 

c. Spina bifida oceulta. We know that this 

variation may be productive of no symp- 


FIG. 16. Reveals atypical tuberculosis 
view. Erosion portion of left side lumbar 


in antero-postericr 
body. 


toms, but is sometimes associated with pro- 
gressive deformities of the lower limbs, 
talipes equinus, pes cavus, ete. It may 
conceivably be provocative of back pain if 
sufficient to lessen stability, or of referred 
pain if fibrous bands cause nerve pressure. 

7. Specific Diseases. 

a. Tuberculosis. If we always suspect tuber- 
culosis we shall miss it less often. In a 
survey of industrial backs, the number of 
cases would be small, but their importance 
large. In adults, its lesions are surprising- 
ly atypical, even in the Roentgenogram. 
Narrowing of the intervertebral space is 
perhaps the most constant sign. We have 
failed to make a correct diagnosis of the 


and may be the seat of irritative or infec- 


subsequently proved lesion many times. 
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The early symptoms of tuberculosis may 
be surprisingly slight and wunsuggestive 
and the patient may even be in excellent 
nutrition, 
. Syphilis of the spine. A comparatively 
rare diagnosis in the East. Perhaps it 
should be less rare. The history and the 


FIG, 17. Reveale Charcot apine. 


Wassermann reaction may serve to distin- 
guish it from early or late tuberculosis. 
Typical Charcot’s lesions may be discov- 
ered before the diagnosis of tabes dorsalis 
can conclusively be made. 


Reveals osteomyelitis portion third lumbar body 
ween the second 


with bridging of bone and third | 
bodies developing in three months. ae 


c. Typhoid spine. The rare typhoid lesions 


until months after apparent recovery from 
the disease 


Osteomyelitis of the vertebrae. Usually 
of acute onset and serious import. The 
early Roentgenological signs may be nil. 
8. es Rare but worthy of being cata- 


d. 


FIG. 19. Reveals metastatic carcinoma fifth lumbar body 
following amputation of breast. 
Giant celled tumor; sarcoma; metastatic car- 
cinoma of the aplastic and destructive type; 
multiple myeloma. 
. Combination of causes. Although catalogued 
last, these to our minds represent one of the 
very important classifications of the difficult 


FIG. 20. Reveals a cyst of the third lumbar body. Pain on 
this level. 


eases. There may be numerous combinations. 
Two common ones will serve as illustrations. 
a. Postural or occupational strains in sub- 


of the spine may not give rise to symptoms 


jects with susceptible body forms or anat- 
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omic variations which predispose to strain. 
b. Postural or traumatic: strains superim-| 
posed upon a pre-existing hypertrophic ar-| — 


thritis. 

Unless these combinations are constantly be- 
fore our minds and in a given case recognized, 
our treatment is likely to be partially or totally 
unsuccessful. 


TREATMENT 


The necessary limits of this paper demand that} 


ouly the outlines of our opinion as to treatment 
be sketched. 
1. The treatment of our first class. 

‘‘Referred pain’’ is obviously primarily 
concerned with the removal of the essential 
cause, be it general debility, gynaecological, 
genito-urinary, neurological, or static. We 
must remember that even when this cause is 


removed, the secondary muscular weakness, | 


perhaps adhesions or joint strains, may cry 


for developmental! exercises, physiotherapy or| 


temporary support. 
The postural or occupational class requires 


patient work with exercises and support until] 


a stance consistent with reasonably correct 
body mechanics has become habitual. No more 
satisfactory response to treatment of back- 
ache rewards us than ‘in a case of this type 
when the subject is made to understand the 
cause of his pain and whole heartedly co-op- 
erates in the treatment. 

3. We need to say little as to the treatment of a 
true lumbago or myositis. The acute attack is 
almost self-li nited. Strapping often relieves 
symptoms. Freer elimination seems to short- 
en the duration. Preventive therapy consists 
of the avoidance of repetition of the exciting 
come exposure or faulty metabolism, et 
cetera. 

4. In regard to the fourth class of acute trau- 
ae we have very definite ideas as to treat- 
ment. 

a. We believe that the brilliant and rapid 
chiropractic, osteopathic, and we hope reg- 
ular, cures are accomplished in our first 
subdivision of this class, which we have 
designated as strains of the aponeurotic or 
muscle attachmenis or minor ligamentous 
tears. The acute injury is immediately 
followed by acute muscle spasm, which is 
nature’s protective response. This pro- 
tective response may fix a malpolition of 
muscle fasciculus or tendon, or even of a 


small articulation, which fixation is crip-| 


pling. 

_ It can do little harm to attempt by ma- 
nipulation, usually without an anaesthet- 
1¢, to effect a restoration of normal rela- 


tions. We shall be often rewarded by al 


surprising sudden relief of symptoms and 
a relaxation of the originally protective 


and subsequently locking muscle spazm. 
The trick we can teach the professional 
manipulators is to protect until healing 
has taken place by adhesive strapping or 
plaster of Paris after the reduction. They 
are fast learning the trick. 

b. Fractures of the transverse or spinous 

_ processes in civil practice are easy to re- 
lieve by simple fixation if the diagnosis is. 
made ‘promptly. They are often the bane 
of the compensation or medico-legal case, 
for they are usually called fractures of the 
spine, and the man or his legal advisor is 
quick to take advantage of this serious. 
sounding diagnosis. 

c. Compression fractures of the vertebrae, if 
they are recognized soon after the injury, 
have in our experience and that of other 
surgeons been almost universally amena- 
ble to treatment by complete fixation, usu- 
ally in recumbency, for six to eight weeks, 
followed by partial protection for two or 
three months longer. The old untreated 
compression fractures are honestly pro- 
ductive of weakness, local and referred. 
pain, and disability of indefinite duration, 
‘*Kummel’s disease.’’ We are inclined to 
believe that operative procedures designed 
to artificially an‘ylose the spine for one or 
two vertebral joints on cither side of the 
lesion are the most reliable methods of 
treatment if a permanent wage earning 
relief is to be sought. Impactions of the 
sacrum have resulted in no permanent dis- 
ability in two cases seen recently. 

d. Serious fractures and dislocations with or 
v.ithout cord compression are individual 
problems already discussed fully in medi- 
cal literature. A review of this literature: 
will convince even the casual reader that 
no standard treatment can at present be 
formulated. 


5. The arthritic class is to us intensely interest- 


ing. 

a. In Type I, the metabolic, infectious, and: 
eventually (if umrelieved) ankylosing 
form, we must obviously search for and 
eradicate or control the focus. While we 
do not wish to minimize the importance of 
focal infections, G. U., tonsils, sinuses, 
teeth, we strongly desire to emphasize the 
common association of unsuspected intcs- 
tinal stasis and the influence of an unbal- 
anced diet. We should not accept the pa- 
tient’s statement that his daily stool or 
stools, naturally or artificially accom- 
plished, rid him of deleterious and perhaps 
causative absorption. Howe can produce 
a joint stiffness with perfect regularity in 
guinea pigs and ‘monkeys by a scorbutic 
diet and relieve it with equal regularity,. 
if it has not progressed too far, by an anti- 

_ georbutie diet. This is probably a true in- 
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fectious arthritis caused by a lowered tis- 
sue and body fluid resistance to bacteria 
which are normally harbored without harm 
because of the normal resistance of the 
host. 
In our treatment, therefore, we must 
strive as far as possible by the mechanical 
means of abdominal massage, enemas, Oil 
and agar preparations, to overcome intes- 
tinal stasis and to so balance the diet that 
the body tissues and fluids may possess 
normal resistance to infection. Physio- 
therapy and manipulative procedures and 
temporary protection are often helpful in 
completing the relief. 


b. Type II. A pre-existing hypertrophic or 


degenerative arthritis, which so often com- 
plicates our pictures, may be rendered so 
acute by trauma as to be deceiving. Rest, 
support, physiotherapy, speeding up elim. 
ination, but never manipulation, are the 
keynotes of treatment. The eradication of 
possible foci is in our opinion less likely to 
afford relief than in Type I, unless added 
to this supposedly chemical process is an 
infectious or toxic arthritis as well. 


6. Anatomic variations have received much at. 


tention in the literature of back pain. We 
counsel the remembrance of the fact that they 
exist without symptoms in half of the subjects 
who possess them. They are apparently po- 
tentially symptomatic only. Faulty use of 
the body from habitual poor posture or occu- 
pation often provokes them to cause symp- 
toms. The treatment, therefore, in the ma- 
jority of cases must consist in overcoming the 
exciting factor, rather than in attempting to 
surgically remove the merely contributory 
cause. Danger lurks in these extensive op- 
en successful as many of them have 
n. 


. Specific Diseases. 


The treatment of the lesions of the specific 
diseases mentioned under our seventh classi- 
fication needs no amplification. Let us simply 
state our convictions that ankylosing opera- 
tions on the spine in adults have come to oc- 
cupy a permanent and important place in af- 
fording permanent relief and rendering tu- 
berculosis of the vertebral and sacro iliac 
joints completely quiescent. Return to la- 


borious occupation has been frequently at- 
tained. 


. The treatment of neoplasms also requires no 


discussion. Fixation affords a purely symp- 
tomatic amelioration. 

We have observed a very few cases of in- 
conclusively diagnosed primary neoplastic le- 
sions of the spine, presumably endothelioma 
of Ewing and the giant-celled tumor of the 
bone, which have grown smaller and been 
quiescent over a considerable number of years 
(ten in one case) by deep Roentgen therapy. 


3. 


5. 


As this seems to be the only avenue of sic. 
cessful approach, we should continue to at- 
tack the disease by this route. The modern 
high voltages give promise of more efficient 
and more constant help. 
It is trite to say that the treatment of com- 
binations demands a combination of treat- . 
ments, but such is the obvious requirement. 
Until we appreciate this fact our therapy is 
not above reproach. The psychic combina- 
tion is more often met in industrial or acci- 
dent cases, but mental inhibition is not a 
synonym of malingering intent. Conn, in a 
study of 156 cases, proved to his own satis- 
faction that in the majority of cases it was 
possible to make the man understand that 
t hoc’’ was not necessarily ‘‘propter 
hee” and that a sympathetic approach and 
a simple careful explanation of the cause of 
the symptoms often gained the hearty co-op- 
eration of the patient. The true malinger 
can usually be detected, but our suspicion 
must be confirmed and in our present state 
of knowledge, the man ought to be given the 
benefit of any doubt. 


SUMMARY 


. Every recent writer on back pain has stressed 


the importance of careful histories and pains- 
taking examinations in establishing accurate 
diagnosis. We <:dd our strong plea to theirs. 


. Although it has been sometimes opposed by 


organized labor, we believe a pre-employment 
physical examination by a physician who 
knows not only his medicine, but his mechan- 
ies would greatly lessen the numbers of back 
cases in industry. The labor unions should 
look upon this, not as an affront, but as an op- 
portunity. 

In order to make our diagnosis more accurate 
and our treatment more intelligent, we badly 
need more anatomic knowledge. The most 
valuable contribution to the subject which 
could be made would be a careful analysis of 
common lesions and their common symptoms 
based not only on anatomic dissection, but on 


clinical study of supposed pathology. ‘This 
study awaits us. 


. It is our conviction that skilled and experi- 


enced interpretation of meticulously taken 
Roentgenograms by Roentgenologists and s1:- 
geons familiar with the clinical pictures is 
the most valuable single aid in disprovine, 
suggesting, confirming or establishing ‘'e 
diagnosis made by careful history and ph) «i- 
cal examination. The stereoscope and tie 
Bucky diaphragm have become technical »°- 
cessities. 

Ability to estimate and evaluate the extent ‘0 
which psychic factors enter; a routine me‘"'- 
od of examination of the patient ; skill in - 
terpreting the findings of this examinat'n 
acquired by clinical experience and anator'¢ 
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PERIARTERIAL SYMPATHECTOMY* 


DirFERENTIAL D1aGnosis IN Various DISEASES OF THE EXTREMITIES WITH SPECIAL REFERENCE 
TO THROMBO-ANGIITIS OBLITERANS 


BY ARTHUR W. ALLEN, M. D., F. A. C. S., BOSTON, MASS. 


LericHe of Lyons, France, has brought 
into popularity an operation which he calls 
Periarterial Sympathectomy and numerous ar- 
ticles by him on this subject have appeared in 
literature since 1913. The operation is based 
on the theory that the sympathetic nerve fibres 
are incorporated in the sheath of the main ar- 
tery supplying a part. In over one hundred 
eases of wide variety of painful and ischemic 
phenomena affecting the extremities, he reports 
a very high percentage of successes. Among the 
lesions which he has claimed to relieve by this 
procedure are ca ia, painful amputation 
stumps, with and without ulceration, post- 
traumatic contractures, trophic sloughs after 
nerve section, trophic oedemas and ischemic 
sequelae. His enthusiasm has spread to such 
an extent that recent literature has been rather 
full of case reports, usually optimistic. Leriche’s 
cases were mainly sequelae of war injuries. 
Bruning nas reported some cases of arterioscle- 
rotie gangrene which have been improved by 
this operation. Strauss mentions two cases of 
thrombo-angiitis obliverans which he believes to 
have been benefited. The benefit, however, in 
his cases did not prevent the loss of a toe Ly gan- 
grene in one case and in an early return of 
symptoms with gangrene in the other case which 
required amputation of the leg. Halstead and 
Christopher report a case which they choose to 
cali endarteritis obliterans in which gangrene 
did not develop; intermittent claudication and 
pain were relieved and the patient able to work 
with no return of symptoms for at least ten 
inonths after operation. Gundermann reports 
t> cases of rapid healing in X-ray ulcers 
\'-h had persisted for years. Callender in a 
vv exeellent article on the subject reports ten 
cperations on six patients. He goes into con- 
~svable detail concerning the physiology of the 
*cnomie nervous system and demonstrates his 
of Leriche’s theories by terming the 
vation Arterial Decortication. His results 
~~~ good in one case of intermittent claudica- 
os with an uleeration of the toe in a man of 
and in one case of unexplained burn- 
* » pain in the thumb and index finger in a man 


.,...,m the Third Surgical Service, Massachusetts Genera! 
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‘|in which they are found and have no effect on 


of thirty-five. His other cases were not relieved. 
Miiller reports good results in Raynaud’s 
disease, cervical rib, painful stump from ampu- 
tation eight years previous, and tropho-neurosis 
with contractures and pain in the foot. Ina 
case of arteriosclerosis with beginning gangrene 
of the toes severe pain ceased and gangrene 
cleared up. A case of gangrene of the fingers 
was improved. Two cases of Buerger’s disease 
were slightly benefited. He had one fatality 
following sympathectomy in an elderly woman 
with acrocyanosis and arteriosclerosis. One 
case of painful stump was not relieved. For- 
estier has found the operation successful on the 
internal carotid for corneal ulcers due to inju- 
ries of the head; on the brachial arteries in Ray- 
naud’s disease; on the ic in kraurosis 
of the vulva; on the femoral artery in varicose 
ulcers. Seifert reports good results in a case of 
trophoneurosis. He failed to cure one case of 
syringomyelia. Turbin reports excellent re- 
sults in causalgia and Platon in this disease cites 
eighteen cases with sixteen cures. Sherwood re- 
ports, enthusiastically, on one case of ulceration 
of amputation stump that had resisted all other 
methods of treatment. A year following sym- 
pathectomy there has been no return of the ul- 
ceration. 


The sympathetic nervous system, a part of the 
autonomic nervous system, is a very complex 
mechanism. It is well described by Langley in 
Shaffers’ text-book of Physiology. It is defi- 
nitely known that the aorta is supplied with a 
sympathetic plexus and that these fibres extend 
for some distance along the main arteries. It 
has been commonly believed that some of the 
sympathetic fibres make their way to the per- 
iphery along the sheaths of the arteries. On the 
other hand Kramer and Todd have demon- 
strated that vasoconstrictor fibres are found in 
mixed nerve trunks in the arm. Potts came to 
similar conclusions regarding the vasoconstric- 
tors supplying the leg and demonstrated that 
these fibres follow the nerves to the periphery 
and correspond roughly to the distribution of 
nerves to the muscle and skin. He also claims 
that the vasomotor fibres in the sheath of an 
artery control only that portion of the artery 
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the vessel distally to this point. Briining at- 
tempts to reconcile these two theories by sug- 
gesting that the branches that follow the “mixed 
nerves are simply connecting fibres with those 
following the sheaths of the arteries. Leriche 
in a summary by Lehman apparently believes: 
(1) That the sympathetic fibres distributed in 


the various tissues of an extremity are in 7 
state of ‘‘balance’’ which maintains the normal, 


functional conditions of blood supply, secretion 
and so forth; (2) Any ‘‘irritative’’ lesion in any 
part of this ‘distribution—i.e., the arterial wall, 
the nerve, the muscles, ete.—may result in 4a 
state of unbalance which will in turn result in 
circulatory, sensory or nutritional disturbances ; 
(3) a complete break in the cycle of sympa- 
thetic influence together with removal of the 
‘‘irritative’’ lesion will reestablish the normal 
ance. 

The vasoconstrictor fibres in the sympathetic 
plexus are supposed to be in excess of the vaso- 
dilators. If the sheath of an artery with its 
sympathetic plexus is removed proximal to the 
affected part, vasomotor: control distal to the 
point of operation is lost. Consequently there 
is a compensatory vasodilation with hyperaemia. 
On this is based the therapeutic value of the 
operation. It was hoped that by removing the 
vasoconstrictor element in cases of partial ar- 
terial occlusion due to thrombosis or sclerosis, 
that sufficient compensatory dilation would take 
place in the collateral circulation as well as the 
partially occluded main trunk itself, to tide the 
patient over the period when gangrene was im- 
minent but slowly developing. There is usually 
a definite attempt on the part of nature to nour- 
ish the extremity through collateral circulation. 
If the procedure would produce sufficient vaso- 
dilation to halt gangrene and pain until the 
collateral circulation could be thoroughly es- 
tablished amputation might be avoided. 

Leriche describes two reactions following this 
operation. The primary reaction which occurs 
during the operation in which the vessel is seen 
to contract to about one-third of its original 
size, due to a direct stimulation of the vaso- 
constrictor fibres. This reaction has been found 
constant by most observers. It leaves the limb 
colder for a period of three or four hours. A 
secondary reaction follows in from three to fif- 
teen hours after the operation which is charac- 
terized by an elevation of local temperature of 
three to four degrees centigrade, a subjective 
sensation of warmth, an elevation of arteria] 
pressure and an increase of amplitude in oscilla- 
tions as shown by the sphygmomanometer. These 
reactions become attenuated from the fifth to 
the sixth day and disappear in three or four 
weeks, the limb returning to normal rather than 
to its preoperative condition. At least a part 
of these secondary reactions have been observed 
by many operators, especially hyperthermia and 
im some instances a subjective sensation of 


warmth. Leriche claims that the absence of 
these reactions prove an imperfect operation 
and that without them no beneficial results can 
be expected. A similar phenomena was note! 
by Halstead following the excision of an aneu- . 
rism of the subclavian artery ; the arm which had 
been noticeably cold before the operation was 
found warm objectively and subjectively for a 
period of several months. Babinski and Heit, 
had a similar experience following the excision 
of an arteriovenous aneurism. These observa. 
tions would seem to bear out Leriche’s conten- 
tion that the principal vasomotor fibres are 
incorporated in the wall of the main artery sup- 
plying a part as they must of necessity have 
been totally removed during the extirpation of 
an aneurismal sac. Lehman has been unable to 
verify these reactions in a series of experiments 
on dogs. Leriche claims that the vasomotor 
system in the lower animals is different from 
that of man and that such experimentation is 
of little value. 


The operation consists in exposing the middle 
third of the brachial or the femoral artery, as 
the case may be, a distance of 12 to 15 em., it is 
freed from its accompanying nerves and veins. 
avoiding damage to large branches above and 
below; small branches are ligated as far from 
the artery as possible. This being done, a 
piece of rubber dam is placed under the artery 
which is then lifted uy, the rubber being 
fastened to the edges of the skin by four towel 
clips. This facilitates the procedure as the 
surrounding structures are held out of the way. 
The outer covering is then split longitudinally 
a distance of 8 to 10 cm. with a small sharp 
bevel edged knive. The edges of the split 
sheath are then lifted up with fine forceps and 
the dissection begun. This is carried out with 
the knife, very smail blunt curved scissors and 
a small sharp elevator. The sheath is strippe« 
about one-half way around on one side and « 
similar procedure carried out on the other half, 
until the entire sheath is freed. Traction with 
mosquito forceps on the edges of the sheath aids 
tremendously in the ease of dissection. The 
branches which are originally ligated with black 
silk can usually be seen from the inside of the 
sheath and ligated a second time without tear- 
ing them loose from the artery, as such a tear 
is a considerable nuisance in that it usually re- 
quired a stitch through the vessel wall to contro! 
the hemorrhage. The sheath, having been free| 
through its entire distance, is clamped above 
and below from either side, cut and tied with 
plain cat gut, as oozing from the vaso-vasor:i 
may prove troublesome unless this is done. The 
thickness of the sheath removed may vary con- 
siderably in different individuals but I believ:: 
that it is possible. to always remove it almost 
entirely in one layer. This leaves the artery 
smaller by half or two thirds than it was in the 
beginning of the operation, due, of course, to 
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mechanical stimulation of vasoconstrictors.| paired growth and gangrene. (3) True vaso- 


When sponged with moist cotton it looks like 
felt, resembles a nerve more than an artery but 
does not have the glistening pearl-gray color of 
a nerve. In many cases pulsation ceases durin 
the operation but often times when the artery is 
dropped back into its bed, pulsation may be 
noted, although slight. The fascia and skin are 
closed without drainage. No wounds have be. 
come infeeted and there have been no sequelac 
that indicated any damage to the artery itsel’. 
The removed sheaths have all been found to con. 
tain nerve fibres. Small filaments deep in the 
arterial wall, as well as the very outside of the 
sheath have been examined separately and nerve 
cells have been found in them all. Secondary 
reactions, as regards hyperthermia, has been 
noted in the majority of our cases regardless of 
the beneficial results obtained. 

Inasmuch as there has been a considerabl« 
difference of opinion among various observers. 
as regards the diagnosis on the cases we have op- 
erated on, it seems fitting here to discuss briefly 
the outstanding features in the diagnosis of the 
principal lesions with which we have had to deal. 
The majority of cases that have presented them- 
selves to our clinic for treatment seem to fall 
into the class of thrombo-angiitis obliterans. 
This is a term which Beurger suggested to re- 
place endarteritis obliterans which is still used 
in some textbooks and was originated in 1879 


by Winniwater who thought the disease was due: 


to a new growth from .he intima of the artery 
itself. This was accepted until 1908 when 
Beurger demonstrated from a large number of 
pathological specimens that the lesion was one 
of thrombosis in the arteries and veins and prob- 
ably infectious in origin, although the etiology 
at that time could not be demonstrated. Erb 
attributed it to excessive cigarette smoking. 
Meyer to a low tolerance for sugar and to a high 
blood viscosity. Recently Rabinowitz claims to 
have isolated a specific organism in this disease. 
Various terms, such as presenile gangrene, spon- 
taneous gangrene, Hebraische Krankheit, en- 
darteritis obliterans and thrombo-angiitis oblit- 
erans are found in our records and in the liter- 
ature as applying to one disease. The latter 
term based on Buerger’s so far undisputed 
pathological studies seems to be the most logi- 
cal and should be generally adopted. Quoting 
from Buerger ‘‘The characteristics of this 
disease have the following group of symptoms— 
(1) Disappearance of the pulses, particularly 
the dorsalis pedis, posterior tibial and popliteal, 
more rarely the femoral, radial and ulnar. 
(2) The development of typical manifestations 
of impaired circulation to wit; blanching of the 
lower extremities when these are elevated above 
the horizontal, hyperemia, rubor or reddening 
of the foot in depending position termed 
erythromyelia during certain stages of the 
disease and trophic disturbances such as im- 


motor phenomena of transitory nature, such as 
alternating syncope, rubor, coldness, apparently 
independent of those chronic changes that have 
been cited above and that are distinctly tracea- 
ble to the occluded condition of the arteries and 
veins.. (4) The symptoms of pain, either in 
the forms of intermittent claudication (pain in 
the calf of the leg or in the foot on walking with 
cessation when the limb is at rest) or the severe 
pain that is associated with the advent of trophic 
disturbances, especially with ulcers and patches 
of gangrene. (5) The slow course of the dis- 
ease, symptoms of ‘intermittent claudication or 
pain, preceding the development of trophic dis- 
turbances for months and years. (6) The fact 
that more than 99 percent of the cases occur in 
Polish, Galician or Russian Hebrews, and that 
almost always young males between the ages of 
twenty and thirty are taken with this disease. 
(7) The onset of symptoms in the lower extremi- 
ties, one of the legs being first affected. (8) The 
comparative infrequency of involvement of the 
upper extremities. (9) The association of a 
peculiar type of migrating phlebitis in the ter- 
ritory of the external or internal saphenous, 
less frequently in the larger veins of the upper 
extremities characteristic in about 20 percent of 
the cases. (10) The slow but steadily progres- 
sive course, leading in a large majority of the 
cases to amputation of at least one limb, not in- 
frequently of both lower extremities, and in 
rarer instances to amputation of one of the up- 
per extremities as well. 

It is evident from our cases that other na- 
tionalities than the Hebrew may have this 
disease and although it seems to have strong pre- 
dilection for young men it may manifest itself 
as late as the fifth decade. 

Raynaud’s disease is an affection, the pathol- 
ogy of which has not yet been determined, usual- 
ly affecting symmetrical parts, the upper 
extremities more often affected primariiy, occa- 
sionally the margins of the ears and the tip of 
the nose. First symptoms are characterized by 
local syncope or regionary ischemia, coldness 
and blanching with associated sensory phenom- 
ena such as paresthesia and pain, intermittent 
in with return to normal between at- 
tacks. Later on a disappearance of the asphyxia 
with a reactive hyperemia and a third stage of 
dry gangrene. Careful examination of our rec- 
ords reveals the fact that true Raynaud’s disease 
is very rare, most of the cases diagnosed as such 
were really thrombo-angiitis obliterans. Lan- 
nois sums up Raynaud’s disease as follows. 
Four-fifths of the cases are females; 
with ischemia; the affected part becomes blood- 
less and white, in certain cases there is the deep, 
dusky congestion of a cyanosed part with or 
without gangrene. Pain may be absent or acute, 
and comes and goes; has no relation to position; 
may precede local asphyxia. It is unaffected 
by season but in many cases all the symptoms 
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can be brought on by cold. There is analgesia 
and anesthesia to touch. Local temperature 1s 
much lowered and unaltered by posture. Gan- 
grene is local and limited and likely to be sym- 
metrical, 

Erythromelalgia (Mitchell) is characterized 
as follows. In twenty-seven cases only two were 
females. There is little or no difference in color 
until the foot hangs down when it becomes rose- 
red. Arteries throb and parts become of a 
dusky red or violaceous in tint. Pain is usually 
present ; worse when the part hangs down or is 
pressed upon. It is worse in the summer from 
the heat and is eased by cold. Sensation of all 
kinds are preserved and there is hyperalgesia. 

Local temperature is greatly above normal. 
Dependency causes, in some cases, increase of 
heat; in others lowering of temperature. There 
is no gangrene and the disease is asymmetrical. 

Senile or arteriosclerotic gangrene is usually 
differentiated from the other lesions by the age 
of the patient and the condition of his 
peripheral vessels, hypertension, etc. 

Causalgia (Thermalgia) as described by Weir 
Mitchell is an intensely painful condition, al- 
most entirely limited to certain sensory areas of 
the distribution of the medium and sciatic 
nerves caused by lesions of these nerves at points 
more or less distant from the areas mentioned, 
and characterized by local vasomotor disturb- 
ances and general hypersensitiveess of the ner- 
vous system—a painful vasomotor neurosis due 
to irritation of a mixed nerve. 

Trophic ulcers, edemas, ete., due to severed 
nerves at some higher level or late neurological 
lesions form still another group. 

In addition to these lesions there is a large 
group of ill-defined painful ischemic conditions 
in extremities following trauma. These are 
characterized by hypothermia, evidence of poor 
superficial circulation, vain, loss of function, 
contractures, etc., sometimes associated with ul- 
ceration. The term trophoneurosis seems to fit 
this group of cases. These vary in severity and 
such lesions in our clinic have usually reacted 
well to che ordinary physiotherapeutic measures 
and none have been presented to us for sympa- 
thectomy. A great many of Leriche’s operations 
were done on this group of cases. Inasmuch as 
the condition is very likely due to some disrup- 
tion of the vasomotor balance it is not surprising 
that sympathectomy has proved beneficial. 

For the past year I have had the opportunity 
to study and treat these lesions under a special 
assignment at the Massachusetts General Hos- 
pital. The total number of cases considered 
was twenty-seven, divided as follows: fifteen 
Arteriosclerotic; ten Thrombo-angiitis obliter- 
ans; one Raynaud’s disease; one Causalgia. 
Thirteen of these cases were offered sympathec- 
tomy and accepted the operation, in two cases a 
bilateral brachial operation was done making 
fifteen periarterial sympathectomies in all. The 
operated cases may be divided into two main 


ps. (1) Those with occluded or vere 
arteries which are further su ivided 
into (a) thrombo-angiitis obliterans eight cases, 
and (b) arteriosclerosis three cases. (2) Those 
with good peripheral pulses; Raynaud’s disease 
one case; Causalgia one case. 

Space does not permit detailed case histories 
but the following summary may be deducted 
from a study of operated cases. The eight cases 
of Thrombo-angiitis obliterans were all men, 
only two of which were Hebrew ; two Portuguese ; 
two Irish-American descent; one British and 
one Finn. The results of this group were such 
as to indicate that any benefit that may have 
been derived from the operation was either so 
slight or so transcient that the operation was 
hardly worth while. One case of long standing 
without gangrene was sufficiently relieved from 
pain to break a drug habit in a period of three 
weeks. This man returned, however, at the end 
of three months with pain just as severe and 
amputation was done in the lower third of 
thigh. In two cases pain was diminished suffi- 
ciently so that the patients did not come to am- 
putation for at least six months. They were un- 
able, however, to work standing on their feet on 
account of intermittent claudication. The 
chronicity of this disease, with its spontaneous 
remissions noted by many observers bringing 
forth many forms of palliative treatment, must 
also be considered before attributing these ben- 
efits to sympathectomy. In no case did it in- 
crease gangrene or hasten amputation. In one 
ease there was a healing of deep ulcerations 
which remained healed for at least six months. 
This patient returned, however, with gangrene 
in other digits five months from the time of 
sympathectomy. In one case pain was not re- 
lieved by sympathectomy alone but a later am- 
putation of the gangrenous digit made him com- 
fortable. This man, having lost both legs at 
mid-thigh and a finger from either hand before, 
thought that the amputated fingers done pre- 
viously without sympathectomy had healed just 
as quickly. Two cases had no temporary bene- 
fit; one had amputation below the knee 16 days 
following sympathectomy. The other man re- 
fused amputation and has not been heard from 
since discharge. Still another, that had lost 
one leg and fingers from both hands previously, 
was treated for gangrene with severe pain in the 
other leg. He had temporary relief of pain last- 
ing about ten days but amputation was neces- 
sary six weeks after sympathectomy in spite of 
alcohol injections of peripheral nerves. 

Two cases with gangrene and one without 
seem to fall into the arteriosclerotic group. The 
return of peripheral pulsation in the presence of 
a gangrenous toe in one case makes me feel that 
in selected cases of this group the operation 
might be justified. Another case with gan- 
grene received no benefit, amputation was done 
nine days after sympathectomy. The third case 


without gangrene was benefited fur a period of 
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eat six weeks at which time symptoms of pain 
and intermittent claudication returned with its 
former severity. 

Pain was not relieved in the case of irritative 


nerve lesion which I have classed as causalgia, B 


in spite of good secondary eoatene following 
the operation. This case was of long standing, 
the man having had repeated operations on the 
distal portion of the median nerve. 
finally considered to be a definite case of trau- 
matic psychosis. 
Disease no marked beneficial change could be at- 
tributed to sympathectomy. This patient had 
other surgical lesions as well as psychosis which 
required a long stay in the hospital, but there 
did seem to be some slight general improvement 
in the circulation of her hands during the hot 
months. She was always better in summer, 
however. Patient is reported to have taken her 
own life in the fall. 

The temporary benefits noted in many of the 
cases may be attributed to an actual break of 
contact in the sympathetic are. The early re- 
turn of symptoms following these results may 
be due to a regeneration of the vasomotor fibres 
removed, as Cushing has called attention to the 
fact that regeneration in these fibres is particu- 
larly rapid. 

Except for thrombo-angiitis obliterans this 
experience has been too small to draw any defi- 
nite conclusions regarding the value of sym- 
pathectomy. Our cases have been poorly 
selected and future study may show that the op- 


eration may give favorable results in certain bor-| >", 


derline cases by producing a temporary hypere- 
mia sufficient to tide the patient over the period 
of developing an adequate collateral circulation. 
It may be found to hasten recovery in stubburn 
varicose uleers, trophic ulcers and trophoneurosis 
following sepsis or trauma. 


CONCLUSIONS 


(1) Periarterial Sympathectomy can be per- 
formed without ill effects to the patient. 

(2) reactions, although in 
some cases of short duration, usually follow the 
procedure. 

+) Slight benefit may occur in the absence 
of ty pical secondary reactions. 

+ Improvement does not always follow 
when charaeteristie reactions are obtained. 

») The beneficial results in Thrombo-angiitis 
o'erans are not sufficiently lasting to war- 
ra’? the procedure in this disease. 

Selected cases of arteriosclerotic gangrene 
nia: lerive sufficient benefit from the operation 
to make it worth while, 
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LIGHT, SIGHT AND SAFETY 

Faulty lighting and poor eyesight “are today 
major factors in one out of every eight accidents,” 
it is asserted by R. E. Simpson, engineer of the 
Travelers Insurance Company, Hartford, Conn., in a 
report to the Eye Sight Conservation Council of 
America, which is carrying on a nation-wide cam- 
paign for better vision in education and industry. 
Fully 66 per cent. of American workers have defects 
of vision, according to the report. 

In pre-historic times, Mr. Simpson points out, the 
safety of both man and beast depended upon acute- 
ness of vision. The only natural agent producing 
glare was the sun, but with the introduction cf gas 
and electricity as illuminating agents the eye has 
been forced to contend with new perils. 

“Accidents do not simply happen more or less 
haphazardly, but are caused—there is an underlying 
reason back of every accident,” the report continues. 

“There is indisputable evidence that the momen- 
tary and temporary blindness caused by workmen 
having unshaded lamps close to their eyes and in 
the direct line of their vision is directly responsible 
for many industrial accidents. There is also evi- 
dence of accidents because of this same kind of blind- 
ness due to the specular refiection—more commonly 
known as glare—from brightly polished material 
within the range of vision. These and many other 
evils of illumination prevalent a decade ago were 
reflected in the accident rate to the extent of being 
decidedly contributing factors in one out of every 
four accidents.” 
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NEW ENGLAND OF 


Tue forty-third meeting of the New England 
Branch of the American Urological Association 
was held at the Harvard Club, Boston, on March 
25, 1924. 

There was no new business, and no proposals 
for membership. 

It was moved, seconded and voted that the 
minutes of the last meeting be not read. 

Doctors O’Neil, Phelps, Chamberlain and E. 
G. Crabtree presented short discussions on un- 
usual cases. Dr. W. W. Townsend presented a 
sample of wax paper catchbasin for cystoscopy 
tables and urological treatments which he had 
devised and was using in his office work. 

Dr. W. W. Townsend then presented a paper 
entitled, ‘‘A Problem in Renal Tuberculosis.’’ 

The paper was discussed by Drs. O’Neil, Bar- 
ney and Keefe, and Dr. Townsend closing. 

Meeting adjourned. 

E. GRANVILLE CRABTREE, 
Secretary 


N. E. UROLOGICAL SOCIETY MEETING, 
- BOSTON, MARCH 25, 1924 


PRESENTATION OF SPECIMENS AND INSTRUMENTS 
Dr. R. F. O'Neil. Case of Urethral Calculus 


This caleulus was removed from the posterior 
urethra by perineal section. The patient had a 
tight stricture of long standing. He had been it: 
the habit of passing a filliform bougie and uri- 
nating around it. The grating of the stone could 
be felt with a soft instrument. It must have 
been present for a long time. It is 114 inches 
long and pointed at each end. It was located 
immediately posterior to the stricture. Necov 
ery was uneventful. 


Dr. R. F. O'Neil. Two cases of Renal Tuber- 
culosis 


These two cases are of interest as showing 
how little dependence can be placed upon the 
amount of pus found in ureter catheter speci- 
mens as an indication of the extert of the process 
in the kidney. This kidney was removed five 
days ago. The urine from this side showed from 
10 to 20 pus cells per high power field and many 
tubercle bacilli. That from the other side was 
normal in every respect. 

On section the kidney shows extensive tuber- 
culosis, with this yellowish fatty looking change 
in the pelvis and a cavity connecting with a low- 
er calyx. 

The second case was operated on ten days ago. 
The urine from the infected kidney showed only 
from 4 to 5 pus cells to the high power field, and 
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tubercle bacilli. At operation the kidney was 
found obviously diseased, there being an exten. 
sive process in the lower pole, but which had not 
ruptured into the renal pelvis. 

Undoubtedly some of the cases in which the 
remaining kidney becomes infected soon after 
nephrectomy are due to a focus which has not 
declared itself. 

Dr. O. D. Puetps: I wish to show plates of 
a patient with double nephrolithiasis. Four 
months ago, this boy was operated upon and an 
attempt was made to relieve the left side. The 
attempt was nearly successful. Two fragments 
were left, as you see in this plate. 

He presented himself again recently, which is 
four months from his first operation, and the 
left side has now evidently caught up to the 
right, and he is about where he was before any 
surgery was attempted. 

This shows the left and the right (showing 
plates). 

This left side was operated upon by pyeloto- 
my and all removed but two fragments which 
you see here. The stone on the right side is still 
present, unchanged as far as we can see and not 
as yet operated upon. This case presents a re- 
currence in four months of calculi on the left 
side to such an extent that they are practically 
the same size as they were before the first opera- 
tion and the right side is still unrelieved. 

I am desirous of an opinion as to what is the 
proper method of procedure in this case. He is 
apparently a healthy young man of twenty-eight. 
The kidney function has not been done at this 
last sitting. Previously, it was normal. In the 
meantime he has been working. We have every 
reason to believe as far as inspection is con- 
cerned that he is in fair shape for further opera- 
= procedures if it is advisable to undertake 

em. 


Dr. CHAMBERLAIN: I have a calculus to show 
removed from the bladder of a boy 19 years old. 
It is of interest because it is fairly large and be- 
cause symptoms began only four months ago. 
There were areas of calcification in the right kid- 
ney. There is the x-ray plate (showing plate) 
which shows the calculus in the bladder. 


Dr. E. G. Crastree: Solitary cyst of the kid- 
ney is not of common occurrence. For this rea- 
son, I am presenting the two cases of this con- 
dition which I have encountered within the year. 
The first was resected leaving the kidney in 
place; the other was a renal curiosity which 
necessitated nephrectomy. 

The first case occurred in a man of 55 years 
of age whose symptoms were those of stone, and 
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the first lead given us that the kidney was ab-|the upper pole, as shown in the drawing. Th: 


normal came from the shape of the kidney shad- 
ow The plates showed a stone in the kidney 
and a shadow in the course of the ureter. When 

pyelogram was done, the lower calyx was de- 
formed and the kidney pelvis occupied only the 
upper half of the kidney shadow. From the pyel- 
ogram evidence, it was impossible to differen- 
tiate between tumor of the kidney arising from 
the lower pole, and a solitary cyst. At opera- 


Fle. 
cotheters in 


of the kidney shadow and showing the location of ce cal- 
<u 


of the ureters with radiog.aph 
catheter entering 


tion a cyst about 314 inches in diameter with 
thin transparent walls filled with amber fluid 
was found. The lower pole of the kidney was 
split off by the cyst which penetrated through 
the cortical substance but did not communicate 
with the calyx. When the cyst was opened, the 
dilated calyx could be seen at the bottom of the 
depression. Only a thin layer of tissue seemed 
to separate the cyst from the calyx. I did re- 
section of the eyst, removing a portion of the 
lower pole of the kidney. Ureterotomy was al- 
so done to remove the stone from the ureter. The 
patient made an uneventful convalescence. The 
wound was healed solidly at the end of 10 days 
and the urine remained uninfected. 

The second case occurred in a woman of 53 
years of age. The presenting symptom was per- 
sistent pyelitis. By X-Ray a pyelogram diag- 
nosis of stone in the kidney and an undeveloped 
kidney with bifid pelvis was demonstrated. 
Stone was in the upper half of the double kid- 
ney. At operation a small kidney was found 
about 3 inches in length. The upper half of th 
double kidney seemed normal save for the stone 
in the pelvis and an aberrant artery entering 


lower half of the double kidney was contracted, 
the surface was rough, and the pelvis markedly 
thickened. The pathologist’s diagnosis of this 


| 


— 


portion of the kidney was atrophic pyelonephri- 
tis. Connected with the lower pole of the lower 
half of the kidney was a cyst abcut a half inch 
in diameter, thin walled, containing clear amber 
colored fluid in spite of the fact that the pelvis 


7 = Drawing from specimen removed at operation from 


\—Solitary cyst of lower pole. 


a—Common ureter. 

pelvis of lower Balt double bidney. 

c—Aberrant artery anterior to 

ad—Stone in pelvis of upper hal of kidney. 

upper pole of kidney. 


e—Aberrant artery to 


of this kidney was infected and the kidney 
showed atrophic pyelonephritis. In addition, 
there was an aberrant artery ¢ crossing the ure- 
ter and entering the lower half of the kidney. 


Nephrectomy was done, and the patient made an 
uneventful convalescence. 


™ FIG. It. Pyelogram showing deformity of the lower calyx 
of the kidney. The extension of the kidney shadow below the 
area of the pelvis is indicated in the plate. 
- 
dg 
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A PROBLEM IN RENAL TUBERCULOSIS 


BY WM. WARREN TOWNSEND, M. D., BURLINGTON, 
VERMONT 


CAN we by surgery render assistance to a det. 
initely diseased, non-tubercular kidney to carry 
on the work of its tubercular fellow if removed, 
and delay if not inhibit it from becoming tuber- 
cular? 

From a urological viewpoint we can offer a 
rather fair prognosis in primary unilateral renai 
tuberculosis by early nephrectomy, however in 
cases treated expectantly the prognosis is poor 
as regards involvement of the other kidney es- 
pecially if it be bacteriologically receptive. 

Watson and Cunningham in analyzing the 
statistics of two hundred and ninety-two cases 
showed that fifty-four per cent were cured, nine- 
teen per cent died during convaiescence, and 
thirty-six per cent showed great improvement, 
however could not be classed as cured. 

The diagnosis of early renal tuberculosis has 
been made easy to those familiar with modern 
urological technique. The cases that must be 
considered as tubercular, urological problems 
are those of late unilateral renal tuberculosis. 
showing a pathology of the ‘‘well’’ kidney that 
may be classified as pre-tubercular, a kidney 
which is overworking to eliminate a part of its 
diseased mate’s load, such overwork producing a 
congestive condition, wh'th in these ordinarily 
lean subjects produces definitely palpable kid- 
neys if not ptosed ones with urine coming from 
them that presents microscopical evidence of an 
acute or sub-acute toxic nephritis induced by the 
non-resistive kidney tissue to the blood born bae- 
teria and toxins. 

Years ago Brewer pointed out by extensive 
animal experimentation the ease with which a 
passively congested kidney might become in- 
fected. In the presence of the conditions as de- 
scribed and found on the well side we are at 
once confronted with the question ‘‘If we re- 
move the tubercular kidney, will the remaining 
cripple act sufficiently well to withstand the op- 
erative shock and sustain life thereafter?’’ or 
‘‘if we wait and treat the cripple by rest in bed 
and medically, will we not be inviting a tuber- 
cular process to begin in it?’’ 

Full well realizing that in this New England 
of ours summer does not come with the first 
swallow we are loathe by the same token to form 
any conclusion from the two cases treated by us, 
one case five years ago and another discharged 
from the Hospital four weeks ago. We are in 
hopes however that we may be honored with a 
diseussion that will stimulate further study or 
that like the Arabs we will fold our tents, ete. 

When confronted five years ago with the case 
of Miss R. referred by her family physician for 
a cystitis and hematuria, which had been period- 
ically persistent for six months and commenced 
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shortly after her discharge from the Vermont 
Hospital for tuberculosis where she had been 
under treatment for phthisis pulmonalis and dis- 
charged as an arrested case. In brief, urologicui 
examination showed cystoscopic evidence of left 
renal tuberculosis. The right ureteral opening 
was normal in contour and appearance. The 
right kidney urine showed blood, a few pus cells, 
tube casts and three per cent albumin by bulk. 
Phthalin appearance after intravenous injection 
was eight minutes. A quantitative estimation 
was not made as we did not wish to leave a ure- 
teral catheter in any longer than necessary. An- 
imal inoculation made with the sediment from 
the right kidney proved to be negative—the ani- 
mal living out his Laboratory expectancy and 
when autopsied showed no evidence of tubercu- 
losis, whereas the animal inoculated with the sed- 
iment from the left kidney urine when autopsied 
showed peritoneal tuberculosis. By physical ex. 
amination the right kidney was definitely palpa- 
ble, tender, low-lying and movable. Miss R. 
weighed but 105 pounds so it was with little dif- 
ficulty the above physical condition was made 


out. 

The problem from the above findings was what 
course to pursue? To reiterate, the case was that 
of a young woman with arrested pulmonary tu- 
berculosis, having a definitely tuberculous left 
kidney, a right that was ptosed, diseased and as 
we believe pre-tubercular and would soon be- 
come frankly tubercular. The bladder was dil- 
fusely inflamed with a moderate amount of dis- 
integrated mucosa and edema around the left 
ureteral opening, which undoubtedly producea 
the frequency in urination that existed. Hence 
the- problem, ‘‘Would we not by removing the 
left kidney be subjecting her to a severe opera- 
tive hazard when the right kidney was so ob- 
viously diseased ?’’ We decided to treat the right 
kidney surgically to get it to function better, i/ 
possible, before removing the tubercular kidney. 
This was done and the result was most gratify- 
ing. The young woman made an uninterrupted 
convalescence and has been feeling so well that 
she has repeatedly refused to allow us to remove 
the tubercular kidney, and when examined 4 
year ago to ascertain her renal status she pos- 
sessed a normal functioning and secreting right 
kidney and a tubercular left kidney. 

Case No. 2 parallels No. 1 in that she, too, was 
a graduate of our State Hospital for tuberculo- 
sis, and two years ago we diagnosed a bleeding 
left renal tuberculosis and a normal functioning 
right kidney. We recommended at that time 
nephrectomy which was refused by her. On No- 
vember 23, 1923, she returned complaining of 
more frequency and bleeding, and at that time 
examination showed no blood from tubcreular 
side but bloody urine from the right with an al- 
bumin content of five per cent. Smear examina- 
tion and guinea-pig inoculation showed no Lab. 
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oratory evidence of tuberculosis. Phthalin time 
of appearance was fourteen minutes. The kid- 
ney, as in Case No. 1, was palpable and freely 
movable. Upon her return to the Hospital, Jan. 
uary 22, 1924, we suggested the same operative 
procedure, as was done in Case No. 1, which was 
accepted. The time is too short to determine 
detinitely what the ultimate result will be, but 
two days before her discharge from the Hos- 
pital the urine from the right kidney was prac. 
tically normal and her phthalin time of appear- 
ance Was five minutes. 

In the eases thus cited we decapsulated and 
mobilized the right kidney in each instance. Re. 
nal decapsulation as reported by Reginald Har- 
rison in 1896 was done by him to relieve 
nephralgia and hematuria and without pre-oper- 
ative diagnosis. Calculus and pyelitis being sus- 
pected; these eases completely recovered. 


Israel operated on fourteen cases: Two diel 
of double nephritis, six completely recovered, 
three recurred after a prolonged interval and 
two were complete failures. In Israel’s cases he 
did a nephrotomy in addition to decapsulation 
and made no claim to have cured chronic 
nephritis. He believed the relief of symptoms was 
due to a lessening of intra-renal pressure which 
interfered with or suppressed the blood circula 
tion and urinary secretion. 

That we may refresh our memory on rena! 
decapsulation as introduced and advocated by 
Edebohls in this country I quote from the last 
edition of Morton’s ‘‘Genito-Urinary Diseases 
and Syphilis.’’ 

Edebohls, of New York, was the first surgeon 
to operate on cases which had been diagnosed 
as chronie Bright’s disease, with the object of 
curing that eondition by operation. While in 
England, .Franee and Germany surgical meas- 
ures were undertaken for the relief of renal 
hematuria and pain, or of desperate cases of 
uremic poisoning, in this country Edebohls con- 
ceived the idea from his work in anchoring mov- 
able kidneys, and observing the improvement 
which oeeurred in the accompanying nephritis. 
Hlis next step was to operate primarily for the 
cure of nephritis in cases where the kidney was 
not movable, by stripping off the capsule of the, 
kiiney instead of merely doing nephrotomy, as 
has been the practice of the European surgeons. 

\s to the modus operandi by which renal de- 
capsulation exerts a favorable influence on 
chronic Bright’s disease, Edebohls believes that 
by removing the impervious capsule of the kid- 
ney an opportunity is created for the formation 
of new vaseular connections between the blood 
ve-<cls supplying the secreting structures of the 
ki'ney, on one hand, and the blood vessels sur- 
rovnding the kidney, on the other. This writer 
insue his first observations on three cases that 
hae! heen operated on for nephropexy. He noted 
that the strong connective-tissue adhesions or 


bands, attaching the kidney to its surroundings, 
contained large and numerous blood vessels run- 
ning between the kidney and its adjacent 
tissues. 

_ The newly formed arteries predominated in 
size over the veins, and in all the arteries the di- 
rection of the blood stream was toward thie 
kidneys. 

Edebohls believes that the increased blood 
supply leads to an absorption of the interstitial 
or intertubular exudates, freeing the tubules 
from compression and promoting a re-establish- 
ment of the normal circulation, with regenera- 
tion of epithelium capable of carrying on the 
secreting function. 

The views of pathologists are strongly op. 
posed to these explanations. 

Van Cott and Murray, in their experiments 
on dogs in the Hoagland Laboratory, found that 
after stripping the capsule, a new, thick capsule 
was formed, with capillary and not arterial an- 
astomoses. They also state that the elaborate re- 
searches of Marchand, Barth, and others prove 
undoubtedly that where extensive destruction 
of the renal tissue occurs repair is imperfect, 
and never to the degree of a restoration of fune- 
tional activity. 

Johnson also found, in his experiments on 
dogs, that the new capsule which formed was 
thicker than the original one, and without anas- 
tomoses between the renal and perirenal vessels. 
It is .‘1us evident that clinicians and laboratory 
workers are at variance in expiaining the ana- 
tomic basis of improvement after decapsulation. 


Pel, Jaboulay, and others have suggested that 
the improvement comes more from the reaction 
of the operation upon the sympathetic ganglia, 
rather than from the increased blood supply to 
the part. 

The first beneficial effects of the operation do 
not appear before the tenth day, and are ex- 
plained by Edebohls as probably due to the 
manipulation of the kidney during the opera- 
tion, which acts as a massage and stimulates the 
natural blood supply. He also states ‘‘that the 
new capsule forms in from three weeks to three 
months after stripping, that it is sometimes 

j ies thinner, but always more 
succulent and vascular than the original.’’ 

From the above quotation it would seem that 
the reason for the improvement in the case of 
nephritis operated upon by Edebohls and those 
reported by Lloyd and others cannot be ex- 
plained by scientific animal research, and that 
the benefit derived in these cases was due to the 
lessening of intra-renal pressure and not to a 
regeneration of vascular or secretory rena! 
tissue. 

In reviewing available literature we can find 


no report of a single kidney being operated uppn 
for acute or chronic nephritis by decapsulation 
and fixation. 
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In conclusion we claim that in the two cases 
operated upon by renal decapsulation and fixa- 
tion for hematuria and other evidence of acute 
nephritis improvement was shown. In Case No. 
1, one year ago, examination of the urine from 
the kidney operated upon indicated no disease 
of the kidney. In Case No. 2, two days before 
discharge from the Hospital there was no ev!- 
dence of blood or other morphological elements 
in the urine from the kidney operated upon. 
What the future in Case No. 2 will be remains 
to be seen. 

It is suggestive that owing to the lack of in- 
ternal and external fat in both of these subjects 
the kidneys were palpable and dependent, and ii 
is not beyond the realm of possibility that by 
such looseness and dependency that their pedi- 
cles might have become kinked and a passive 
congestion occasioned thereby. We claim noth- 
ing new, simply the application of decapsula- 
tion and fixation when indicated in the ‘‘well’’ 
kidney to prepare it to carry the extra load and 

«withstand the operative shock when its obviously 
tubercular fellow is to be removed. 


DISCUSSION 


Dr. J. H. Cunningham: In listening to Dr. 
Townsend’s communication, I have wondered 
whether or not his idea in carrying out this 
procedure, which is so far as I know an innova 
tion, was suggested by the recent publications 
appearing in the British literature, regarding 
the improvement of renal function by decapsu- 
lation and fixation, especially in cases of mova- 
ble kidneys. 

As you may know, the recent publications of 
Bell, Southam, and the works of Fullerton, 
Suckling, and Billington, give support to the 
contention that decapsulation and fixation in 
kidneys with abnormal mobility, produces an 
improvement in the kidney circulation, which 
they contend is impaired by the dragging of the 
organ upon the renal pedicle. 

Moreover, the group of neurasthenic symp- 
toms commonly associated with movable kidney 
and unquestionably exerting an influence on the 
individual’s well-being, are relieved by removing 
the drag on the renal plexus, which they contend 
has a detrimental influence on the sympathetic 
nervous system, and through which they explain 
the long train of neurasthenic symptoms largely 
present in patients with ptosed kidneys. It would 
seem, from Dr. Townsend’s report, that in the 
absence of any other explanation, that the im- 
provement obtained might be through improved 
circulation and relief of sympathetic nervous 
system disturbances, as contended by the pre- 
viously mentioned observers. 

While the enthusiasm created by Edibolds 
many years ago has subsided in this country 
there has developed since that time methods of 
investigation in regard to renal function and 


allied laboratory tests, particularly blood chem- 
istry, which permit a more precise appreciation 
of what kidney decapsulation and fixation may 
produce. 

It would seem, from the careful work of these 
English observers, that this subject is again to 
be opened up for further consideration, and it 
may be that the beneficial results. which Dr. 
Townsend has unquestionably shown, may be 
another example to be added to the many rec- 
orded in England. Certainly he is to be con- 
gratulated on the results obtained in his 
patients, and the procedure which he has ecar- 
ried out offers suggestion well worth consid- 
ering. 


Dr. Barney: I have decapsulated one or two 
eases of so-called acute nephritis with appar- 
ently good results. I felt uncertain later 
whether or not the results would have come 
about if expectant measures had been taken. 

As regards chronic nephritis—I never tried 
it except in one case of persistent hematuria 
where the hematuria did cease. But I don’t 
think it cured the nephritis because I think that 
results have shown that chronic nephritis of that 
type is always bilateral, and decapsulation will 
ord only temporary relief and no permanent 
results. 


Dr. R. F. O’Neil: Dr. Townsend’s paper is 
very interesting and suggestive. I personally 
have not seen any cases such as he describes and 
do not believe that I would have the nerve to 
operate in them if I did. Anaesthesia is not 
good for these patients and it seems to me valu- 
able time might be lost. I wonder if rest in bed 
and abdominal support would not accomplish 
the same resu't. Surely the results in Dr. | 
Townsend’s two cases are excellent so far, but 
after all, cure of renal tuberculosis consists of 
nephrectomy, and in some cases nature practi- 
cally does this by the slow process of caseation 
and destruction of the kidney—auto-nephrec- 
tomy, and it seems to me that is what is happen- 
ing, or has happened, in one of Dr. Townsend’s 
cases, rather than to ascribe the result to de- 
capsulation of the well kidney. We are al! 
familiar with the so-called toxic, tuberculous 
nephritis described by Albarran, which occurs 
in the sound kidney and tends to recover after 
removal of the diseased mate. This is shown by 
albumin and occasionally casts, but I do not 
remember having seen a frank haematuria. 

The subject brings up the question of immun- 
ization which was discussed when vaccines were 
so much in vogue and it is an attractive theory 
to attempt to raise the patient’s resistance. Cer- 
tain cases of early renal tuberculosis in young 
people do badly after nephrectomy, because, | 
think, they lack this resistance, whereas, in the 
long-standing and more extensive lesions the pa- 
tients have had time to develop a certain amount 
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of resistance and immunity. 
I wish to thank Dr. Townsend for his inter. 
esting and original paper. 


Dr. J. W. Keefe: The works of Edebohis 
created quite a furore in this country at the time 
he was doing so much work along that line sv 
that surgeons in all parts of the country were 
performing decapsulations of the kidney not 
only in acute cases but in the chronic cases of 
Bright’s; and as usual, we had favorable reports, 
but it seemed to me that ultimately the consen- 
sus of opinion was that it wasn’t of any particu- 
lar value in chronic nephritis and of very little 
value in acute nephritis. 


I operated upon a few cases, by decapsulation 
of the kidney; and it seemed to me that in those 
eases of ptosed kidneys, there were altogether 
too many of decapsulation and fixation, and so 
again that operation fell into comparative dis- 
use, though I believe there are cases of ptosis of 
the kidney, marked ptosis, where it is a valuable 
procedure. I have in mind now, a nurse who 
some eight years ago was compelled to give up 
her work on account of a ptosis of the kidney 
which could be readily palpated just above the 
anterior spine of the ilium. In her case I de- 
eapsulated and fixed the kidney, and it is only 
recently, within a month, that I heard of this 
nurse, and during all this period she has been 
able to carry on her work. Judging by that case 
and others I am convinced that the operation 
has been of distinct value. 

Dr. Townsend’s case is the first instance 1 
have heard of where the operation was done fox 
the sake of making a comparatively normal kid- 
ney improve its function; though in one of the 
eases reported the doctor said he did have blood 
coming from that kidney and pus, this is the 
first instance I have known of where the opera- 
tion has been done to improve that function of 
the kidney, with the idea of removing its tuber- 
culous fellow. From the fact that the case has 
done so well during five years it would seem tc 
me that it is of distinct value, and as our Chair- 
man has suggested, it may bc that this operation 
of decapsulation of the kidney and fixation may 
again come into its own. 


_ Dr. Jones: I would like to ask Dr. Townsend 
if he suggests this treatment on a perfectly nor- 
mal kidney. As I understood his report of these 
eases, the right kidney wasn’t a normal kidney 
and you did that to help that out. 

Dr. Townsend: I expressed it as a ‘‘ relatively 


well kidney.’’ 

Dr. Jones: But you wouln’t do it on a normal 
kidney ? 

Dr. Townsend : No. 

Dr. Townsend: I think the pathology was a 
toxic nephritis only. Both of these cases pre- 


sented themselves with a hematuria on that side 
and an albumin content over and above what 


would be expected from the b and tubules, 
casts and evidence of et 

Dr. Townsend: It didn’t prove out to be a 
tuberculous nephritis. I just took this as an 
overloaded kidney, not a tuberculous kidney. 

Dr. Cunningham: It is entirely a new sug- 
gestion to me. Anything to improve a kidney is 
worth trying; and if this procedure is taken up 
along that line, we will get some data which will 
be of some value. I think most of us would 
need some courage to do these preliminary im- 
provement operations unless we have indica- 
tions. If we could say that hematuria was due 
to a derangement of the circulation, I think we 
could all go ahead and do this thing with a great 
deal of expectancy of help. 

Did either of these women present ptosis of 
the kidney ? 

Dr. Townsend : Both of them did. 

Dr. Townsend: In reply to your question I 
was going to say that that was my primary ob- 
ject. My object was to decongest those kidneys 
by elevating them. They were both palpable 
way down. 

Dr. Cunningham: I was impressed by the 
writings of the English on this subject of the 
improvement in the kidneys in cases of ptosis. 

Dr. W. W. Townsend (closing): I have 
answered these interrogatories out of order. ! 
want to say that the kidneys which it has been 
my fortune or misfortune to see in Vermont are 
the ones which are far along. Tuberculous kid- 
neys are not recognized and sent to us for ex- 
amination until they are well advanced. I hap- 
pened to conceive of the idea of treating these 
patients in the manner in which I did following 
a conversation which I had with Dr. Sam Lloyu 
in New York a year before seeing these cases, 
and we discussed Edebohl’s treatment by decap- 
sulation. At the time Edebohis was operating 
in the Post-Graduate Hospital Dr. Lloyd did a 
great deal of work with him in decapsulating 
kidneys, and he told me there was something to 
this in relieving the intrarenal pressure and be- 


‘lieved that these kidneys, as I have already 


stated to you, were ptosed and congested an‘l 
that there was a perfectly obvious hematuria 
from th2 normal kidney. .I was reluctant 1o 
attack the left kidney with a deficient function 
on the right side. I have always felt as our 


Chairman feels, just because a kidney is down, 


because a kidney is loose and movable and pre- 
sents no symptoms, it isn’t a kidney to be at- 
tacked by operation. 

Within the last week or ten days I have had 
an experience which is rather suggestive—a 
woman came to me with a pain in her right 
costo-vertebral angle, extending way across the 
front. It would seem that you could feel the 
kidney—she was a full bellied woman—and it 
was hard to palpate her kidney, and every once 
in a while you would think you would get it. 


| 
| 
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Cystoscopy gave us no definite pelvic retention. 
There was nothing to lead you to suspect thal 
she had any pelvie retention, but every time she 
came down to see me and I ecatheterized her 
ureters, she would be better. We didn’t do a 
pyelogram. That was two years ago. The next 
I heard from her was a letter handed to me 
from an attending physician in New York in 
which he said that this woman had gone down 
to the hospital at the instigation of her nephew 
and that he had examined her very closely, cys- 
toscoped her and did a pyelogram and that she 
had a perfectly negative kidney, and he did not 
believe any of her symptoms were due to her 
kidney. I felt all along that they were, because 
she would get relief from catheterization. He 
suggested colonic flushings. She went through 
all last summer having these colonic flushings. 
About four weeks ago I was told that this woman 
had re-entered the hospital and wanted to see 
me. I saw her, and she told me that she wanted 
to have her kidney drained again. I said 
‘‘Why ?’’ and she said she had been having these 
colonic flushings and was no better We cystos- 
coped her and found the same condition. She 
had a_ perfectly normal urine—no_hydro- 
nephrosis, no growth by culture. We took her 
downstairs and did not inject her because she 
had a reaction following her last pyelogram. 
We took an x-ray of her kidney without 
any ‘njection of the pelvis. It showed a low- 
lying shadow and a large shadow. I got in cor- 
respondence with the interne in this hospital 
who was working under the gentleman I have 


referred to and asked him to send me the py:i. 
ogram which was taken in New York to co..- 
pare with the one I had. He wrote me and si: ; 
that the pyelogram had been mislaid and th: 

couldn’t find it. I presented the facts to her ar | 
told her that there was nothing I could do wi. 
less I did a pyelogram. So last week I did » 
pyelogram which showed the kidney way dow» 
with a definite kink at the junction of the urete: 
and pelvis. She asked me what to do. I tol! 
her that her pain and all her symptoms were 
due to the low-lying kidney but that I was re- 
luctant to do anything without sending the film 
on to New York, asking his opinion. Yesterday 
I received a letter from him, and he said he was 
frank to admit that he would have to change his 
position and that the ureter showed a definite 
kink and that the only thing that would help the 
woman would be a nephropexy. So that bears 
out what you say about ptosed and movable 
kidneys. 

In these cases both of them I believe had a 
perfectly definite pathology in the right kidney, 
and if we had done a nephrectomy, the righ 
kidney would not have sustained the shock. The 
woman we operated upon five years ago won't 
let us do anything because she is apparently 
well; and the other woman is entirely toc early 
to express any opinion in regard to her. 

Dr. Cunningham: I think we have heard a 
real thing tonight. I hope all the members wil! 
have this in mind in future eases. It is certainly 
well worth thinking about. 

Motion to adjourn made, seconded, carried. 
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THE THERAPEUTIC VALUE OF 


CHARCOAL IN FLATULENCE 


AND ERUCTATION* 
BY MORRIS L. BOWMAN, M. D. 


CHARCOAL, as a therapeutic agent in the treat- 
ment of flatulence and eructation, has, like so 
many substances, been by turns highly advocated 
and sharply condemned as useless. While some 
of the earliest medical writers advocated its use, 
we find modern authorities on disease and path- 
ological conditions of the stomach and intestines 
either making no mention of charcoal as a thera- 
peutic agent, or briefly referring to it as o* no 
value. 

Thus, over sixty-five years ago, James Bird’ 
of London published a little book in which he 


‘*Flatulent eructations are among the first 
disturbing symptoms when the stomach is out 
of order, symptoms that increase in intensity 
as the disorder advances, until they become ut- 
terly uncontrollable when the disease is at its 
height. Search the entire Materia Medica, and 
no medicine contained in it is so well calculated 
(as vegetable charcoal) to combat these diffi- 


*From the Medical Services of the Massachusetts General 
Hospital. Conducted under the direction of Dr. J. H. Means. 


culties. Charcoal absorbs the gases evolved by 
the food when imperfectly digested, and corrects 
their foetor; it assists its decomposition, soften- 
ing it and rendering it more soluble, and conse- 
quently far better fitted for the purposes of nu- 
trition ; it frees the nutrient principles from al! 
noxious or irrita‘ing gaseous matters, and this 
contributes healthy chyle to renew and reno- 
vate the blood, and by promoting digestion an‘! 
preventing flatus from overdistending the stom- 
ach, it affords a weak stomach every opportunity 
of recovering a healthy tone and action.’’ 
Wild’, in writing in 1896 on **Charcoal as « 
Therapeutic Agent,’’ says that since the pub: 
cation of James Bird’s book, little, if any, adi. - 
tion has been made to our knowledge of the mo:- 
strictly medicinal properties of charcoal. [i 
quotes from Lauder Brunton the statement th: : 
charcoal ‘‘oxidizes and decomposes sulphurett: ' 
hydrogen very readily, and also quickly oxidiz:. 
and destroys decomposing organic substances. 
thus acts as a deodorizer and disinfectant. |: 
only possesses this power, however, when it i< 
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dry, and loses it when it is wet.”’ And in an-| chiefly of eructation. Those complaining of eruc- 


other piace Brunton says, ‘‘It has been supposed 


i tation alone were observed to be air swallowers 
to relieve flatulenee by absorbing the gases im 


in all but one instance, and that patient was re- 


the stomach and intestines, but as it will become 
wet by the juices of the intestinal canal after it 
has been swallowed, it is much more probable 
that it acts mechanically, by removing mucous, 
or by stimulating the circulation and peristaltic 
movements in the wails of the stomach and in- 
testines.”” 

But Aaron’ in his recent (1921) book on ‘‘Dis- 
eases of the Digestive Organs’’ says, 

‘‘An important place was formerly held by 
medication in the treatment of flatulence. Great 
virtue was ascribed to the various teas (valerian. 
peppermint, caraway, fennel), and to wood char- 
coal (carbo ligni). At present we are in a posi- 
tion to deny that these products possess any 
curative properties whatever. Particularly of 
wood charcoal we know that it is able to exert its 
antiseptic and absorbing powers only when 
dry.”’ 

Notwithstanding this diversity of opinion, the 
results of charcoal experimentation carried on 
during the Great War, together with the finding, 
by such observers as Joachimoglu‘ and de Hous- 
say’, of its power of detoxication, lead us to feel 
that the whole story cannot be summed up either 
in Brunton’s ‘‘mechanical removal of mucous, 
and stimulation of the circulating,’’ or Aaron’s 
flat denial of its efficiency. 

Dr. Cecil K. Drinker used kelp charcoal with 
success in one case of flatulence, and, at his sug- 
gestion, it was administered to a small series of 
selected Cases at the Massachusetts General Hos- 
pital. An aqueous suspension of chareoal was 
used throughout. 

Daily records were kept both from a subjec- 
tive and an objective point of view. Such ree- 
ords, however, are subject to correction for the 
personal equation of both patient and observer. 
This factor was kept in mind, and discounted 
where possible. 

The nine patients who comprised this series 
were as follows: 


Cardiac Disease 
Typhoid Fever 

Ptosis and Constipation 
Chronic Gall Bladder 
Chronic Duodenal Ulcer 
Effort Syndrome 


|! were in diseomfort because of eructation, 
flat: nee, or both. 

Ol rvations were made upon the patient's 
Stale ent of relief of the symptoms, upon daily 


perevssion, and upon actual measurements of 
the lomen, 
in the nine eases investigated it seemed that 


the aciininistration of kelp charcoal definitely re- 
lieved the discomfort due to gastro-intestinal 
fas. ‘the patients with abdominal distension 
Wer more relieved than those complaining 


lieved. The charcoal was in equilibrium with 


air before administration, so could be expected 


to have little effect on swallowed air. 

We must consider suggestion as a possible 
cause for some, at least, of the results obtained. 
It was explained to the patients what results 
were hoped for, and their coéperation was re- 
quested. This psychological element no doubt 
played some part. 

With this series as a starting point, certain 
laboratory experiments were determined upon, 
and carried out, to ascertain the action of kelp 
charcoal in a fluid medium. 


1. Gas Production by B. Coli in Deztrose 
Broth in the Presence of Kelp Charcoal, as Com- 
pared with Gas Production of B. Coli in Dezx- 
trose Broth Alone. 


Method: Fermentation tubes of known capaci- 
ty were used. The incubation period was 20 
hours and the temperature 37°C. The Pu of 
the media — 7.7. In the tubes charged with 
chareoal Sss of sterilized kelp charcoal was 
used. Each tube was inoculated with one stand- 
ard loopful of a 20-hour broth culture of B. Coli. 


CULTURES 
In the Presence In Broth Hours 
Series of Charcoal Alone Incubated 
C.C. of C.C. of 

Gas Produced Gas Produced 
1 11.0 6.5 20 
2 12.0 10.0 20 
3 9.0 7.0 20 
4 11.0 75 20 
5 10.5 9.5 48 

Average 10.8 8.1 


II. Gas Production in Dextrose Broth with 
and without kelp Charcoal inoculated with one 
Standard Loop of Emulsified Stool of a Patient 
with Abdominal Distension (Shipley). 


CULTURES 
the Presence In Broth Hours 
Series of Ch Alone Incubated 
C.C. of C.C. of 
Gas Produced Gas Produced 

1 9.0 8.0 
2 10.0 8.0 
3 ' 9.5 5.5 16 
4 9.5 7.0 
5 11.5 8.5 

Average 9.5 7.4 


III. Experiment I Repeated plus Agitation 
of Media during Incubation Period. 


It was noted that the charcoal, at the end of 
the incubation period, had almost entirely set- 
tled to the bottom of the tubes. In order that 
the constant motion of the bowel, which would 
undoubtedly keep the charcoal In suspension, 
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might be simulated, a tip-table, operated by wa- 

ter power was devised, and on this the media 

-were kept agitated during the entire incubation 
AGITATED CULTURES 


In the Presence In Broth Hours 
Series of Charcoal Alone Incubated 
C.C. of C.C. of 
Gas Produced Gas Produced 
1 15.0 5.0 16 
2 22.0 7.0 18 
3 37.0 10.5 20 
4 40.2 15.6 20 
5 18.3 6.5 16 
Average 26.5 8.8 


IV. Two 24-hour-old Dextrose Broth Cul- 
dures of B. Coli were Centrifuged. 


To one charcoal was added, to ascertain its ac- 
tion as a precipitating agent for B. Coli. Both 


solutions were cloudy at the beginning of the 
test. 
‘Cultures + Charcoal Pure Cultures 
Time Centrifuged 
Cloudy 10 m Cloudy 
Cloudy 20 m. Cloudy 
Cloudy 30 m Cloudy 
Sl. Clear 40 m. Sl. Clear 
Sl. Cloudy 50 m. Sl. Cloudy 
Clear* 60 m. Clear 


*In all cases the charcoal was precipitated. 


V. Dextrose Broth Cultures of Three Days 
Growth with and without Charcoal were Centri- 
fuged for One Hour. 


One cubic centimeter of the supernatant fluid 
was added to small fermentation tubes filled 
with sterile dextrose broth. There was no gas 
production in 30 minutes of incubation, either 
in the tubes charged with the supernatant fluid 
from the cultures grown with charcoal or in 
‘those grown without charcoal. 

(See table under VI.) 


VI. All tubes in Experiment V showed equal 
gas production after 24 hours of incubation. 
GAS PRODUCED 
Time 


Incubated 5m. 10m. 15m. 20m. 25m. 30m. 24 hrs. 
‘TubeNo.1 0 0 6 6 105 
TubeNo.2 0 0 0 100 


No. 1 = Dextrose — supernatant fluid from Char- 
coal B. Coli culture. ” 


No. 2 = Dextrose — su 
an. pernatant fluid from B. Coli 


VII. Wohlgemuth’s Method of Amylolytic 
Activity. 


This method was used to determine the action 
of kelp charcoal on the enzyme. 

Series ‘‘A.’’ Into each of seven test tubes 
‘0.1 gm. of kelp charcoal and diminishing quan. 
‘tities of enzyme solution were placed. The tubes 


were suspended in an ice bath, and to each 5.) 
c.c. of 1% soluble starch solution was added. 

Series ‘‘B.’’ Identically made up, but tie 
charcoal was omitted. 

Both sets of tubes were transferred to a water 
bath at 38°C for 45 minutes, then repacked in 
ice, diluted with sterile water within. 1.0 em. of 
the top, and one drop of Tincture of Iodine add. 
ed to each. The colors are noted below. 


In this test: Blue = Unchanged Starch 
Bluish Violet = Starch and Erythro- 
dextrin 


Yellow = Maltose 

Pancreatin (Lilly), capable of converting 25 
times its own weight of starch was used. The 
concentrations are noted below: 


Pancreatin Series “A” * Series “B” 
No. Concentrations Color Reading Color Reading 
1 1.000% Blue Yellow 
2 0.5% Blue Yellow 
3 0.25% Blue Yellow 
4 0.125% Blue Yellow 
5 0.06% Blue Violet Red 
6 0.03% Blue Violet Blue 
7 0.015% Blue Blue 


*Containing 0.1 gm. of charcoal in each tube. 
SUMMARY OF THE EXPERIMENTAL WORK 


1. It was found that kelp charcoal in dex- 
trose broth accelerated the gas production of B. 
Coli. This action was found to occur when the 
culture was at rest, and also when in a state of 
constant agitation. In the latter case, the in- 
erease in gas production in the tubes containi 
charcoal was marked, in the propurtion of 3: 
as compared with 5:4 in the unagitated tubes. 
It was shown that kelp charcoal does not absord 
the gas produced by the growth of B. Coli. 

2. It was found that kelp charcoal in dex- 
trose broth accelerated gas production of the 
bacteria found in stools of patients suffering 
from abdominal distension. The proportions 
were similar to those above. 

3. It was found that B. Coli has no affinity 
for kelp charcoal and that the charcoal does not 
hasten the precipitation of B. Coli. 

4. It was found that the gas production of 
B. Coli is due to its own growth, and not to an 
exogenous sustance produced by the organism 

ition. 


5. It was found that kelp chorcoal inhibits 


the action of pancreatin on starch. 
DISCUSSION 


Clinically several observers have noted relief 
of abdominal distension or eructation, or both, 
on the administration of charcoal. In the short 
series noted in this paper, similar results see 
to have been obtained. But from a laborctory 
point of view, it is found that kelp charcoal, in 
solution, does not absorb gas, that on the con- 
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trary it accelerates or increases its production. 

These results are borne out by Labes* who 
has shown that substances of great surface den- 
sity such as charcoal suspensions, colloidal sil1- 
cic acid, ferrous phosphate, and agar-agar have 
a stimulating effect on the formation of gases oi 
fermentation by B. Coli in protein free media. 

It has also been demonstrated that kelp char- 
coal has no precipitating action on B. Coli, nor 
does it absorb any exogenous substance which 
ean be supposed to produce gas apart from the 
organism itself. 

On the other hand, it has been shown that the 
starch splitting property of pancreatin is in- 
hibited by kelp charcoal. It has also been dem- 
onstrated’? in experiments made with stomach 
juices in vitro with stomach contents, that blood 
charcoal absorbs HCl; and pepsin but to a lesser 
- degree. From a laboratory point of view then, 
kelp charcoal stimulates gas production and in- 
hibits the activity of the gastric ferments. 

So much for the evidence, but as far as specu- 
lation goes, this cannot be the whole story. The 
one patient relieved of eructation suffered from 
gastric uleer and hyperacidity. Charcoal ab- 
sorbs HCl. The patients relieved of distension 
were, in each case, suffering from altered gastro- 
intestinal function, either because of impaired 
blood supply, as in the cardiac cases, or because 
of definite pathological changes as in the 
typhoid. 

Gas is produced in normal bowel, bui. only 
rarely is there clinical distension. Since the 
gastro-intestinal function may then be consid- 
ered abnormal, the seeming favurable results of 
the administration of kelp charcoal may be due 
to 


(a) The alteration of gastro-intestinal fer- 
ments (HCl, pepsin, pancreatic ferments, etc.) 
towurd normal, if it may be conceived that they 
are abnormally active in stasis of the tract. 


(b) Charcoal may irritate the sluggish tract 
to an extent sufficient to stimulate absorption or 
elimination of gas. This irritation may be 
mechanical, due to its rough physical character, 
or it may accelerate gas production to a point. 
causing rapid expansion of the gut, thus in- 
creasing its irritability. 

(c) Stasis of the gut may lead to the piling 
up of toxic substances, thus inducing a vicious 
eycle. has been demonstrated to ab- 
sorb toxic substances. Kraus and Barbara* 
have shown absorption of bacterial toxins by 
charcoal both in vitro and in the organism. 
deHoussay® has shown the absorption of 
snake venom by charcoal. Joachimoglu® has 


shown the prevention of strychnine poisoning in 


the gastro-intestinal tract of dogs by various 
types of charcoal. 

It is conceivable then, that charcoal may ab- 
sorb toxic agents present in the abnormally 
functioning gut, and this removal be sufficient 
to allow the gut, to approach normal function 


and eliminate or absorb gas, and in this way re- 
duce distension. 
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ENURESIS OF TWENTY-EIGHT YEARS’ DURATION, FOLLOWiNG 
INSTRUMENTAL DELIVERY 


BY FREDERICK W. JOHNSON, M. D., F. A. C. S., 


Tits ease is reported on account of the unu- 
sual method found necessary for its relief, and 
if it helps some one to give comfort and restore 
to happiness another most miserable sufferer I 
_ Shai! feel more than repaid. 

Mies. Mel, fifty years of age, consulted me 
Janivary, 1923. She was still menstruating reg- 
ularly without pain, had no increase in the flow 
7 no vaginal discharge. General health ex- 
cellent. 

twenty-eight years ago was delivered by high 
forceps at her first confinement. Enuresis ‘‘im- 
- mediately followed the delivery.’’ 

The late Doctor Maurice H. Richardson was 
oblized to operate five times in order to restore 


the urethra which had been ‘‘torn away from 
the bladder.’’ His final result was, to all ap- 
pearances, a perfect urethra and there was no 
leakage when the patient was lying down. 

His death prevented further operation which 
he had planned. 

Three years previous to my seeing her, a ‘‘fix- 
ation’’ of the uterus had been done with the idea 
of ‘‘giving the bladder more room,’’ but the 
aterus did not stay up. 

In January, 1923, I did a Howard A. Kelly 
operation for tightening the vesical neck, and 
there was no leakage for one month. Then she 
became as bad as ever on standing. j 

On looking the subject up I found a similar 
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case reported by Dr. Howard A. Kelly. [ fitted 
my patient with an Albert Smith pessary and 


C.S. 


had a hard rubber cushion, which presses 
whole length of the attached 
trated by Dr. Kelly in the report of his case. 
The relief has been perfect. Not a drop c: 
urine escapes. 
Every five or = hours during the day the 
pessary is removed to allow i 
out of the bladder. 
On going to bed the pessary is removed, thor- 
oughly cleaned and a vaginal douche taken. 
When the vault of the vagina fore-shorten;s 
following senile changes it will probably be nec. 
essary to cut off the posterior bar of the Albert 
Smith pessary and fasten a small round bulb on 


either end of the lateral bars. 


MEDICAL 
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PROGRESS IN UROLOGY 
BY HERBERT H. HOWARD, M. D., ASSISTANT VISITING SURGEON, BOSTON CITY HOSPITAL 


Joun R. Cautk and J. Hoy Sanrorp’ 
describe in an article read before the New York 
Urological Society, an analytical study of one 
hundred cases of selected vesical neck obstruc- 
tions operated upon by the Caulk Cautery 
Punch. They describe very completely four 
causes of the lesser grade obstructions at the 
internal vesical orifice. 

The first type being the slight vesical in- 
growths completely encircling the orifice, in no 
place allowing the orifice to be flush with the 
bladder wall. 

The second class is the more pronounced, 
thickenings, plus the circular collar arrange- 
ment. 

In the third class are grouped the cases where 
there is considerably more intravesical bulging 
with deeper clefts than those found in the see- 
ond class and are the cases which may be termed 
the border line cases between major and minor 
surgery. They include in this class the lobular 
protrusions which occur at any area on the 
sphincter, commonly noted in patients who have 
had previous operations. 

The fourth class comprises the dense scleroses 
which really are the old vesical neck contrac- 
tures and very rarely have been shown to have 
glandular elements on section. 

Of these one hundred cases, ninety were def- 
inite obstructions of the selected type in which 
they believe the cautery punch to be the type 
of operative procedure. They have not had any 
eases of incontinence following any operation 
with this instrument and they believe that the 
sphineter in all probability is never completely 
severed because the burn is not deep enough to 
interfere with sphincter control. The type of 
current that should be used is the alternating 
current and the current is run directly to a red 
heat when it is engaged and it requires only 
about four seconds to complete the operation 
and this rapidity lessens the chances of any cau- 


terization of the surrounding tissues. They be- 
lieve that the chief dificult that has tamed en- 
countered by other men using the instrument is 
due to the fact that a direct current is used and 
that proper care was not used in setting the in- 
strument in the correct position. In the major- 
ity of eases, multiple pieces were removed at 
different sittings and were done usually for the 
collar obstruction with lobular involvement, re- 
moving one or two pieces at a time. They re- 
port but one case of hemorrhage, but they never 
have had a case of hemorrhage in a patient where 
the alternating current was used. The ma- 
jority of cases had practically no discomfort 
after forty-eight hours and only a few showed 
evidence of a mild terminal hemorrhage. The 
average stay in the hospital was two days. The 
longest stay was two months. 

Seven cases developed postoperative epididy- 
mitis, but only two were very acute. Post- 
operative chills in eight patients. These cases, 
however, had had chills prior to operation. The 
retention catheters were only used in about one- 
third of the cases. Two-thirds of their patients 
showed immediate improvement of the urinary 
stream within a week, the others improved ir 
from two to four weeks. Four and four-tentlis 
per cent showed no evidence of any improve- 
ment. Out of tke twenty-five cases of the bar 
type obstruction, three showed residual urine 
after operation, but not over one-half an ounce’. 
Twenty-six cases of the collar type of obstru- 
tion had only four showing any residual aft:r 
operation. Fourteen cases of vesical neck con. 
tractures showed but three having residu:! 
urine and the average being only one-half 2: 
ounce. Of the remaining cases imperfect re- 
sults were obtained on account of other existir. 
pathological conditions. 

Herman C. Bumpus, Jr.,? at the Mayo Clin « 
reports two cases of pyelonephritis treated wi!’ 


indwelling ureteral catheters. All cases of this 
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type «: the Mayo Clinie are first carefully 
stud. | for foeal infections and if found are 
treat. i before any attempt is made to treat the 
kidney pelvis itself. In these cases of pyelone- 
phrit:s it has been shown that there is first a 
dilatation of the minor ealices, then of the pelvis 
and ‘ater the ureters, the dilatation being due to 
inflaimatory changes in the renal parenchyma. 
These changes causing a diminution in the per- 
jstalsis resulting in delayed faulty drainage. To 
overcome this he inserts two ureteral catheters 
to the renal pelvis and the larger the catheter 
the more easily the treatment is carried on and 
if possible treatment can be carried out much 
better with No. 6 eatheters than the smaller 
ones. After the catheters have both been car- 
ried up to the pelvis one is withdrawn 2 or 3 
em. to insure its being lower in the pelvis. The 
catheter that is highest is then attached to a 
reservoir, containing the irrigating solution and 
this reservoir is placed several feet above the 
patient and the solution allowed to run in at a 
rate which will not distend the renal pelvis. 
They continue this treatment for several hours 
each day using such solutions as 1:10,000 acri- 
flavin or a 1 per cent solution of acid fuchsin. 
These patients were also given enough fluids 
by mouth so that the urine output was between 
2500 and 3000 ee. daily. The catheters may be 
left in place just as long as they drain freely, 
but not more than five or six days. 

Barringer and Dean? in an article read before 
the American Urological Association of Genito- 
urinary Surgeons in May, 1923, described 
thirty-six cases of epithelioma of the penis 
treated at the Memorial Hospital by a combina- 
tion in some of the cases of radical amputation, 
radium and x-ray therapy. They believe that 
both the papillary and infiltrating carcinoma of 
the penis may be removed by radium, if the 
tunic covering the glans penis has not been pene- 
trated. After penetration of the tunic surgical 
removal is indicated. Metastasis probably oc- 
eurs by embolism through the lymph channels. 
The inguinal involvement by carcinoma occur- 
ring relatively late and in less than forty per 
ceni of the eases. 

They believe that the best results are obtained 
by couservative treatment of the inguinal nodes, 
with routine x-ray of all cases, withholding sur- 
gica' removal until they are believed to be 
detin carcinomatous and after removal 
prov, radiation of the lymph channels. 

_ |! «4. Bugbee* reports nineteen cases of mal- 
ign srowths of the bladder in which the vari- 
ous ms of treatment include fulguration, 
dia’, my, and radium is used. He maintains 
the: the papillomatous type of growth does 
not spond at once to fulguration it is un- 
dow ily malignant and a cystotomy should be 
don ‘theut delay. If question of doubt, sec- 
tions om the growth should be taken. 

usive carcinoma of the bladder in which 


metastasis have taken place there should be some 
effort taken towards making the patient as com- 
fortable as possible and this may be done by a 
simple cystotomy for permanent drainage. In 
cases of extensive carcinoma without metastasis, 
he has found it possible to destroy the growth 
by repeated insertions of radium needles at 
intervals, taking care of the sloughing and in- 
fection by adequate drainage and forced fluids. 
The circumscribed carcinoma should be removed 
by resection, if possible, and he has found that 
the recurrences after operation are much 
less resistant than the primary growth and 
sometimes yield to fulguration. He empha- 
sized the fact that all of these cases 
should be very carefully followed after oper- 
ation in order to detect early recurrences. 
He has found that where the radium needles 
were inserted into the bladder wall about 
the line of resection that the sloughs resulting 
sometimes remain for four months. This type 
of treatment seems to minimize the chances of 
locel recurrence by destroying the stray cancer 
cells. The malignant type of papillomata should 
be first treated by resection and the line of resec- 
tion walled off by the insertion of radium 
needles. 

G. L. Hunner®: Ureteral Stricture. The au- 
thor in the past few years has laid a great deal 
of stress on ureteral stricture in stone formation. 
Stones are found as a rule in two areas, namely, 
at a point 3 to 5 em. below the pelvic brim, and 
from 2 to 5 em. above the bladder and it is in 
these areas which strictures usually occur. Per- 
sons passing one or more ureteral stones he be- 
lieves usually have ureteral stricture. 

Blocking by stone is as a rule not absolute be- 
cause the stone usually moves up and down in 
the ureter. Wax-tipped catheters may show the 
presence of calcareous particles and subsequent 
roentgenography and wax-tipped catheteriza- 
tion of the ureter may fail to show further evi- 
dence of stone. 

Surgical treatment, he believes, should not be 
undertaken without a thorough investigation of 
both ureters for stricture and as bilateral stric- 
ture is usually present in such cases both ureters 
should be well dilated before the operation. 
This procedure, in many cases, will save the 
kidneys from recurring stones and save the sec- 
ond kidney from developing a second stone on 
the kidney primarily affected. 

Bilateral stricture with symptoms of hydrone- 
phrosis or pyelitis on one side and an unsus- 
pected aseptic stone on the symptomless: side 
suggests a stone formation without preliminary 
urinary infection. 

Patients who have not been subjected to oper- 
ation for kidney stones showed marked improve- 
ment following ureteral drainage, in that the 
kidney function rapidly increases, purulent 
urine clears up and oftentimes the symptoms 
disappear in spite of the presence of stone. 
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C. H. Mayo, and W. Walters*: Transplanta- 


were found in the bladder and in three were in 


tion of the Ureters into the Rectum. The end| both. 


results of thirty-five cases of exstrophy of the 
bladder in which both ureters were transplanted 
into the rectum by C. H. Mayo is discussed, also 
the Mayo technique, which is practically the 
same as Coffey’s principle of common-duct 
transplantation to the ureter. The right ureter 
is transpianted two weeks before the left. After 
transplantation of both ureters, the bladder is 
removed in a third operation whenever the pa- 
tient’s condition will permit it. 

In twenty-eight cases both ureters were trans- 
planted with one post-operative death. Twenty- 
three of the cases which they were able to follow 
up show that the patients were able to retain 
urine in the rectum on an average of from three 
to six hours, some even over night. Clinically 
these showed no evidence of renal infection, no 
pain in the kidney region, no headache, vertigo, 
nausea, or vomiting. 

The first operation in this group was per- 
formed on a child seven years of age ten years 
ago, and the child’s health at the present time is 


Diverticulum of the Urinary Bladder. E. 8. 
Judd, and A. J. Scholl’: This condition in the 
early cases was usually discovered accidentally 
and the complications arising from this condi- 
tion were not carefully gone into. Mortality 
was high and operative results fair. The con- 
dition was due primarily to embryological de- 
fects in the bladder, either a weakening of tie 
musculature, usually at the base of the bladder, 
or a definite hiatus. In most cases the actual 
distention and dilatation of the sae they found 
to be the result of obstruction at the bladder out- 
let. 

The most common cause and the one which 
generally occurs in old men and produces dila- 
tation of the sac, is obstruction at the neck due 
to either an enlarged prostrate, or to bladder 
neck contractions. 

One hundred and thirty-three cases of this 
type treated at the Mayo Clinic were studied 
with the type of operation performed and the 
post-operative results. Of this number of cases 
one hundred thirty-one were in males. The con- 
dition occurs most commonly at the age of great- 
est frequency of prostatic hypertrophy. The 
most common location of the orifice is in the re- 
gion of the urinary outlet. 

The diverticula were completely excised in 
fifty cases with a mortality of six per cent. In 
thirty-seven cases the diverticulum was excised 
and prostatectomy performed, with the mortal- 
ity of eight and one-tenth per cent. The diverti- 
culum was not removed in forty-six of the cases. 
In five the ureter was involved in the diverticu- 
lum and in one case was transplanted into 
healthy portion of the bladder. . 

Stones were found in twenty cases. In nine 
calculi were in the diverticulum, in eight they 


_ The Operative Treatment of Vesical Diver- 
ticula. J. S. Joly*: In the operative treatment 
of vesical diverticula preliminary eystotomy is 
dangerous because the diverticular orifice be. 
comes closed when the bladder contracts around 
the cystotomy tube and the diverticulum then 
suppurates because no amount of vesical irriga- 
tion will reach it. Therefore a preliminary 
cystotomy should be done only when the kid- 
neys are so severely damaged that the paticni 
cannot stand a primary excision. When in such 
a case the diverticulum is grossly infected the 
bladder should be opened and two small tubes 
should be placed in the diverticulum and a 
large tube in the bladder. The diverticulum 
may then be successfully irrigated. 

Diverticula may be excised from within or 
from without the bladder, or by splitting the 
bladder wall. An excision from without the 
bladder is suited for diverticula situated high. 

The intravesical operation is done by encir- 
cling the diverticular orifice by an incision 
through the entire bladder wall and removing 
the diverticulum by blunt dissection. This is 
suitable only for small diverticula. 

In some cases the sac may be invaginated 
partly from within and partly from without. 
Young has invaginated diverticula by suction. 
When the sac is large and thin, the method of 
combined invagination and inversion is particu- 
larly effective, but when the sac is low down on 
the posterior wall of the bladder where the walls 
are thick and inelastic and when there is 
a pericystitis this method is less success- 
ul. 

Vesical diverticula have been frequently diag- 
nosed as prostatic hypertrophy. When these 
conditions oceur together they should be re- 
moved at one operation if this is possible with- 
out too great risk. 

In ease of stone and diverticulum both should 
be removed by open operation. When the stone 
is in the diverticulum the indication is even 
stronger. 

The orifices of lateral diverticula are always 
found in a limited oval area above and to the 
outside of the ureteral orifice. Whenever the 
partition is split down between the bladder and 
the sac the incision should be curved forward 
sufficiently to miss the ureter. 

The most common indications for operation 
for vesical diverticula are obstruction and in- 
fection. 

As a rule the diagnosis is made by means of 
the cystoscope. If this is impossible, a cysto- 
gram made with 5 to 15 per cent sodium iodide 
will be satisfactory. The weakest solution that 
will give a sufficient shadow should be used. _ 

The Relation of the Bowel to Bacillus Coli 
Kidney Infections. V. C. Davis, and E. ©. 
McGill®: In this article a study of the route 
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taken by colon bacilli and its passage from the 
bowel to the kidney in cases of pyelitis have 
been carefully gone into. The experimental work 
reviewed and reported shows that intestinal or- 
ganisms pass through the normal as well as the 
pathological bowel wall to the mesenteric glands. 
Large numbers of actively growing colon bacilli 
were injected into the gastro-intestinal tract of 
the normal dog and caused only a small urinary 
reaction in the urinary tract. In dogs with dis- 
temper the reaction was more pronounced, and 
it is the authors’ opinion that the organisms in 
these cases reached the kidney by way of the 
blood stream. 

In dogs showing mild constipation or diarrhea, 
there was no increase in the absorption of the 
organisms in the mesenteric glands and no urin- 
ary infection. 

In eases of complete obstruction of the bowel. 
however, or intestinal injury there was a marked 
increase in mesenteric gland absorption and 
urinary infection in one case. 

There was no evidence that organisms ab- 
sorbed in the mesenteric glands reached the kid- 
ney by the lymphatics. Such infection the 
author believes would be possible only when the 
diseased bowel or appendix is directly in con- 
tact with the peritoneum overlying the kidney. 

The Results Obtained by Various Methods in 
the Treatment of Tumors of the Bladder. H. H. 
Young, and W. W. Scott*®: Out of three hun- 
dred and eighty cases, eighty per cent of the 
bladder tumors were found to occur between the 
fortieth and sixty-ninth years of age. The pap- 
illomata and carcinomata are most frequent in 
the region of the trigone and ureteral orifices, 
the adjacent lateral walls of the bladder and the 
vesical neck. The anterior wall was found to be 
less frequently involved. The vertex and upper 
posterior wall less frequently attacked. 

Resection was most easily done in the vertex, 

and the anterior, upper lateral, and posterior 
walls, and in these cases good results were ex- 
pected from radical removal of a wide margin 
of the bladder wall. Good results were also ob- 
tained from resection at the base of the bladder 
and in the region of the ureters. In cases of 
involvement in the vesical neck and prostate 
deep cauterization was far more effective than 
excision. 
_ Fulguration is usually the method of choice 
in the benign papilloma, but when the tumor 1s 
large, radium is of great assistance in causing 
its rapid disappearance. Because of the poten- 
tial malignancy. of all vesical papillomata, 
radium should generally be applied, if possible. 
In cases of malignant papillomata radium ap. 
plied with an operative cystoscope and held 
firmly in position with a clamp fastened to the 
table is of first value and gives the best results. 
In these cases a combination of fulguration and 
radium is advisable 


If the tumor is definitely malignant or very, 


extensive, and particularly when it is infiltrat- 
ing, it should be attacked suprapubically. Care 
must be taken not to touch it or break off any 
papillary processes and alcohol or resorcin 
should be applied to destroy any cells that may 
have been dropped into the bladder or wound. 

If possible, thorough reséction with a wide 
area of healthy bladder wall should be done. In 
a few cases it has given remarkable results, but 
it was always associated with deep and wide 
cauterization. Fulguration, radium, electrocau- 
terization and careful radical resection have 
transformed the situation so that today about 
ninety-five per cent of the benign and seventy- 
five per cent of the malignant papillomata, about 
fifty per cent of the papillary varcinomata, and 
about twenty-five per cent of the infiltrating 
carcinomata are probably curable by one or 
more of these methods. 


Salivary Urea and the Mercury Combining 
Power of Saliva: A New and Simple Index of 
Renal Insufficiency. P. S. Hench": It is 
known that urea is easily diffusible and there- 
fore is distributed approximately equally in all 
the tissues of the body. Saliva was found to be 
a very available and useful indicator of urea 
retention, and in a previous communication Al- 
drich and Hench pointed out the intimate asso- 
ciation between the concentration of urea nitro- 
gen in the blood and the concentration of 
the combined urea and ammonia nitrogen 
in the saliva. They found that nearly all of 
the ammonia in the saliva comes from urea in 
the process of its breaking down by oral bac- 
teria in the presence of the alkaline saliva. 
Therefore the ammonia should be considered 
part of the urea, and the combined amount of | 
ammonia nitrogen and urea nitrogen should be 
considered as comparable with the blood urea 
nitrogen. 

In the saliva of normal persons, from 6 to 15 
mgm. of combined urea and ammonia nitrogen 
for each 100 c.cm. were found. This represents 
between 13 and 27 mgm. of urea for each 100 
e.cm. Further observations have caused the 
author to consider fron. 6 to 16 mgm. of com- 
bined urea and ammonia nitrogen as the aver- 
age amount for persons without urea retention, 
and this combined urea and ammonia nitrogen 
of the saliva closely approximates that of the 
urea nitrogen of the blood. 

In cases of urea retention, the combined urea 
and ammonia nitrogen in the saliva always in- 
creases with an increase in the blood urea 
nitrogen. 

The advantage of estimations of the salivary 
urea by the urease method is chiefly the avail- 
ability of saliva. Blood is not always obtain- 
able, especially in the cases of children and 
obese persons in whom venipuncture is difficult. 
The value of salivary urea determinations has 
become still greater with the finding of a more 
rapid and more simple method than the urease 
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method. This consists of the estimation of the 
mercury-combining power of saliva. 

In a’series of approximately 1,000 determina- 
tions on the saliva obtained from approximately 
500 persons whose blood-urea content varied from 
12 to 325 mgm. for each 100 ¢.cm., it was noted 
that the mercury-combining power of saliva in- 
creased with an increase in the blood urea and 
salivary urea as determined by the urease 
method. Therefore the mereury-combining 
power of saliva may be used as an index of 
blood-urea concentration. 

With two easily obtainable reagents the esti- 
mation of the mercury-combining power of 
saliva may be completed in five minutes. Thus 
a simple practical method is available whereby 
an index of the blood urea can be obtained by 
any practitioner, since it necessitates only the 
most simple apparatus. 

Bichloride of mercury in excess in the pres- 
ence of saturated sodium carbonate gives a red- 
cish-brown precipitate, a mercuric oxychloride. 
Not until there is bichloride of mercury in ex- 
cess is this precipitate obtained. A deepening 
canary-yellow color is noted before the first 
brownish-red tinge appears. The saliva has a 
definite power of combining with varying 
amounts of bichloride of mereury. The com- 
bination is between bichloride and certain nitrog- 
enous salivary constituents, mainly urea. As 
urea represents by far the greater precentage 
of the combining nitrogenous substances, and 
as its avidity for bichloride is much greater than 
that of the other nitrogenous salivary constitu- 
ents, the mercury-combining power of saliva is 
an index of the quantitative presence of urea, 
and the variations in this combining power de- 
pend almost entirely on the blood-urea coneen- 
tration. Findings from experiments with stand- 
ard solutions of urea, uric acid, ete., were in 
aceord with the data obtained from the saliva in 
a series of normal persons and persons with 
urea retention. 

The mouth is first washed out with half a 
glass of water and a small piece of paraffin may 
be used to stimulate salivary flow. Two speci- 
mens of about 8 ¢.em. each are collected. This 
collection may be made in a very few minutes, 
and generally without any inconvenience to the 
patient. The first or preliminary specimen, 
which removes food particles or excess or epith- 
elial debris, is discarded or used as a check on 
the second specimen, which is used for titration. 
The first and second specimens may show a slight 
difference in the combining power (usually a 
very slight increase in the first specimen, 0.1 to 
0.3 e.em. for each 5 ¢.em. saliva). 

Five cubic centimeters of saliva are measured 
into a flask by means of a graduated pipette and 
then titrated with a 5 per cent solution of mer- 
curie chloride. For the latter, as a rule, a gradu- 
ated 10-c.em. pipette is sufficient. The addition 
of bichloride of mercury is continued until one 


drop of the mixture added to a drop of saturated 
sodium carbonate on a porcelain plate causes the 
prompt appearance of a definite reddish-brown 
tinge. Unless the brown color develops within 
about three seconds, this should not be considi- 
ered the end point, and a drop or two more of 
the bichloride should be added. The result tay 
be expressed in terms of the number of cubic 
centimeters of bichloride of mereury used to 
obtain this end point. For the sake of compara- 
tive uniformity, however, the results are re- 
ported in terms of cubie centimeters of bichlo- 
ride of mereury for each 100 ¢.em. of saliva. 
This value is ealled the ‘‘salivary urea index.’’ 

It is unnecessary to filter the specimens be- 
cause the epithelial debris has a certain small 
mereury-combining power which practically 
compensates for the slight quantitative error in 
the bulk obtained by its presence. Unfiltered, 


filtered, and supernatant specimens of the same_ 


saliva give practically the same result. 

For 100 ¢.em. of saliva the combining power 
in normal persons is between 30 and 50 (that is, 
30 to 50 e.em. of a 5 per cent solution of bichlo- 
ride of mereury). For 5 ¢.em. of saliva it is 
between 1.5 and 2.5 (that is, 1.5 to 2.5 ¢.em. of 
a 5 per cent solution of bichloride of mereury). 
The upper limit of this range is generally ob- 
tained in the presence of the upper limit of nor- 
mal blood-urea concentration which was taken 
as 40 mgm. for each 100 ¢.em. of blood. When 
retention occurs, the mercury combining power 
rises quantitatively, and at a blood-urea con- 
centratica of about 325 mgm. for each 100: em. 
the mereury combining power is about 276 for 
each 100 ¢.cm. of saliva or 13.5 for each 5 ¢.cm. 
of saliva. 

Cases in hospitals may be followed daily with 
oceasional checks on the blood-urea. The 
method may be used routinely before blood urea 
estimations are made, the inconvenience of un- 
necessary venipunctures being thus avoided. 
When blood-urea estimations are impossible, it 
may be employed as an adjunct to urinalysis and 
the phenolsulphonephthalein test, since the speci- 
mens may be collected at the bedside and an- 
ai,zed in the physician’s office. It may be used 
also as an office test to detect cases of retention. 

On the Surgical Treatment of Diseases of the 
Prostate Gland. E. Judd'*: Benign 
changes in the prostate are serious just so tar 
as they interfere with the function of the kid- 
neys. Inflammation arising in the prostate in 
association with urethral infection usually s:b- 
sides gradually as in other tissues; in cer!an 
cases, however, it goes on to suppuration and 
abscess formation, necessitating surgical relicf. 
Prostatic inflammation usually occurs in young 
men or men of middle age, at a time of !ife 
when the prostate is functionally active. In the 
eases of younger patients conservatism should 
be practiced. In men past middle age operation 
is usually advisable. 
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The trovble following benign enlargement of 
the prostate depends on the amount of inter- 
ference with the function of the bladder and 
urethra. benign enlargement develops in the 

d like a new growth. The tissues are com- 
pressed by the growth and form a capsule from 
which the adenomatous hypertrophy can be 
readily enucleated. If prostatectomy is per- 
formed in the early stages of the enlargement 
there should be no mortality and only a low 
morbidity. Difficulty arises from the impair- 
ment of important functions as a result of long- 
standing obstruction. 

Cancer of the prostate in most cases arises in 
the posterior lobe, that portion of the prostate 
which is generally not removed in a suprapubic 
prostatectomy. The best results are obtained 
when the prostatectomy is followed by radium 
treatment. 

At the Mayo Clinie prostatectomy is per- 
formed in the same way as abdominal opera- 
tions, every step being visulized. Exposed tis- 
sues can be packed off and hemorrhage can be 
controlled by sutures. 

Sacral nerve block gives the most satisfactory 
anesthesia for prostatectomy and practically 
never causes postoperarive complications. It is 
simply and easily induced and gives an 
anesthesia of an intensity and duration suffi- 
cient not only for the removal of the prostate 
but also for resection of the bladder for other 
conditions if this should be necessary. It must 
be supplemented by suprapubic infiltration. 
The injection of novocain into the region of the 
sacral nerves should be done slowly because 
slow absorption of the solution tends to mini- 
mize the possibility of transient toxic effects. 

Bladder, Urethra, and Penis. G. Lusena’: 
Myoplastic Operations in the Treatment of 
Urinary Incontinence in the Female. The au- 
thor has devised a new method of myoplasty 
which he claims is much less traumatizing than 
the other methods. The technique is as follows: 
Longitudinal ineisions are made on the anterior 
vaginal wall, two vaginal strips are dissected, 
and the “.rethra is dissected as far as the neck 
of the bladder. The skin of the thighs is then 
incised! for about 15 em. over the tendon of the 
gracilis nusele, beginning at its pubic insertion, 
the gra ilis musele is exposed, followed to its 
imsertivi, separated from its fascia, and sec- 
tione:! <tally at about 12 em. from its insertion, 
being + attached to the pubes by its tendon. 
The t\.» musele strips are drawn through the 
n¢isic:. in the vaginal wall and sutured to- 
gether » 4s to raise the neck of the bladder as 
much . possible. The musele strips are then 
covere’ skin strips taken from the region 
and vounds are closed. 

This «eration proved simple and quick and 
Was fo....ved by a smooth convalescence. Shortly 
after ti patient left the hospital she was able 
to rete’ urine for three hours. 


Detachment of the muscle strips from the 
gracilis is a much less serious operation than 
removal of the anterior aponeurosis of the rec- 
tus muscle. The nerves are sectioned, but the 
nutrition of the strips is not disturbed. 

The gradual rather than immediate return to 
normal continence noted by the author was ob- 
served also by Stoeckel. The reason must be 
sought in the reduction of bladder capacity and 
the necessity for frequent evacuation. With 
continence, the bladder gradually reacquires its 
normal distensibility, the intervals between 
evacuations then becoming longer. 

Urinary Antiseptics. H. H. Young'*: Urin- 
ary infection is by no means simple. In infec- 
tion of the lower urinary tract, the prostate, 
seminal vesicles, vas deferens, epididymis, teeth, 
tonsils, sinuses, or colon may cause re-infection 
of the urinary tract. In the treatment of the 
local lesion, the adnexa, such as the kidney 
tubules, prostate, seminal vesicles, and epididy- © 
mis, must be considered before permanent 
sterilization can be expected. 

In the selection of antiseptics their germicidal 
strength, toxicity, irritability, coagulability in 
serum, urine, and body fluids, and penetration 
must be considered. The antiseptic drugs in 
general use vary greatly in these respects. 

Meroxyl is more powerful against the colon 
bacillus than against the staphylococcus. Next 
to meroxyl, merecurophen is the most active an- 
tiseptie in serum in one-minute exposures with 
the staphylococeus. Next in order is mercuro- 
chrome. 

Against the gonococcus, meroxy! is far more 
powerful than all other antiseptics. The next 
most effective is mercurochrome. 

As regards gonococeal infections, Young 
states that several of the new antisepties, and 
particularly meroxyl, are agents which may be 
found of great value. Most of these drugs cause 
little or no irritation when used in the proper 
strength, and practical experience shows that 
all urethral injections and irrigations should be 
fairly dilute. 

Silver nitrate has retained its position because 
the pronounced reaction which it sets up pro- 
duces hyperemia and gives results which are 
not to be explained by germicidal activity. As 
it does not penetrate, it is most valaable for 
surface applications. 

Penetration is of great importance. There- 
fore, although meroxyl shows a wonderful ger- 
micidal power, it is not in many cases as effec- 
tive as mereurochrome. 

In the treatment of infections of the lower 
urinary tract, the author almost invariably 
treats not only the bladder but also the prostate 
and seminal vesicles. His usual plan 1s to mas- 
sage the prostate and vesicles three times 4 
week and then irrigate the bladder by hydraulic 
pressure with 1:1,000 meroxyl, and after this 1s 
voided, to inject 1 per cent mercurochrome into 
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the prostatic urethra. In some cases the mer- 
curochrome is injected through a urethroscope 
into the ejaculatory ducts, ampulle and vesicles. 

Young states that mercurochrome is of value 
when given intravenously not only because of 
its action as a urinary antiseptic, but also be- 
cause of its effect upon general infections. One 
of his cases, diagnosed as colon bacillus pyelitis, 
was sterilized by one intravenous injection of 
40 ecm. of a 1 per cent solution of 
mercurochrome (5 mgm. per kilo of body 
weight). It is interesting to note that in 
this instance dead bacilli were found in the 
urine for three days, and that subsequently no 
bacilli were found either on slides or in cultures. 
A case of pyelitis due to bacillus coli was simi- 
larly cured by one intravenous injection of mer- 
curochrome, but two others were not sterilized 
although greatly benefited. Later, one of these 
cases was given 0.6 gm. of neoarsphenamin ; the 
infection then promptly disappeared and the 
urine remained sterile. 

Young says that the use of arsphenamin has 
been previously reported. One of his cases was 
that of a child with a very severe colon bacillus 
infection of the kidneys associated with high 
fever for many weeks. The intravenous injec- 
tion of novarsenobenzol was followed by quick 
recovery. However, in other cases with the 
same organisms no results were obtained by this 
treatment. 
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BOOK REVIEWS 


EPONYMS OF DERMATOLOGY 


A review of the article entitled Eponyms of 
Dermatology by Herman Goodman in the recent 
number of the Archives of Dermatology, re- 
veals the names of two Boston physicians, whose 
original work in the field of dermatology has re- 
sulted in the signal honor of having diseases 
named after them. The excerpts which follow 
are from Goodman’s article. 


WHITE’sS DISEASE. Keratosis follicularis. 


James Clarke White was born in Belfast, 
Maine, U.S. A., on July 7, 1833. He studied in 
Vienna. He was the pioneer dermatologist of 
Boston, Mass. He was the first professor of 


dermatology in the United States, Harvard Med. 
ical School. He was the first president of a 
American Dermatological Association, and pres. 
ident of the sixth international dermatology 
congress in New York, 1907. White and Darier 
independently described the disease which has 
variously been known by each of their names, but 
predominantly by that of Darier’s. White's 
paper was Keratosis follicularis, Am. J. Cutan. 
1889: 7, 201; and 1890: 8, 13. White made 
many great advances in the practice as well as 
the teaching of dermatology. He wrote a paper 
on ‘‘The old age of the skin,’’ Boston M. & S. J., 
1882: 107, 484. White’s monograph on Derma- 
titis Venenata remains classic, Boston, 1887. He 
was the author of numerous monographs on der- 
matology. See ‘‘Sketches from my life,’’ 1833. 
1913, with bibliography, and, ‘‘In memoriam, 
a Clarke White,’’ Brit. J. Derm., 1916: 


BOWEN ’S DERMATOSIS. Precancerous dermatosis. 


John Templeton Bowen was born on July 8, 
1857. He is a dermatological practitioner of 
Boston. He is a member of the American Der- 
matological Association and its president, 1902- 
1903. The new precancerous dermatosis with 
which Bowen’s name is associated was first de- 
seribed in the J. Cutan. Dis., 1912 :30, 241; and 
1915 :33, 787. Darier has confirmed the pecu- 
liarity and rarity of this affection. Bowen has 
made clinical, bacteriological and blood exam- 
inations including autopsy reports of a series 
of cases of Dermatitis exfoliativa, J. Cutan, Dis., 
1910 :28, 1. He also reported a severe and per- 
sistent example of Hebra’s type of Pityriasis 
rubra in St. Paui’s Med. Jour., 1900:2, 91. He 
has a good review of the literature of Hydroa 
V acciniforme, J. Cutan. Dis., 1894:2, 89. Bow- 
en described a combination of purpura and an- 
gioneurotic edema, J. Cutan. Dis., 1892 :10, 434. 
Epitrichial Layer of the 

uman Epidermis,’’ in the Anat. ’ 
1889:4, 412. 


Manual of Gynecology and Pelvic Surgery. By 
Rouanp E. Skeet, M. D., A. M., M. S. Phil- 
— P. Blakiston’s Son and Company, 


Since the publication of Davenport’s classi¢ 
manual, there has appeared no better brief 
treatise on the diseases of women than this vol- 
ume by Skeel, whose first edition has been pre- 
viously reviewed in the JournaL. This second 
edition is augmented by the inclusion of new 
matter relative to radium and Roentgen ther- 
apy, without transcending the condensed form 
of a manual designed primarily for students 
and practitioners. There are 281 illustrations, 
and bibliographic references are appended to 
each chapter. The chapter on anatomy, by Dr. 
A. J. Skeel, is particularly to be commended. 
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CASE 10351 


An American widow of fifty-three was brought 
to the Emergency Ward June 6 in coma of un- 
known cause. The history was obtained from 
her son-in-law. 


F. H. and P. H. not obtained except that one 
daughter was in good health and that the patient 
was being treated for pains in the knee-joints. 


P.I. Two nights before admission the patient, 
who had previously been in good health except 
for some pains in the knee-joints for several 
months, was found stuporous in bed, breathing 


noisily. She was aroused after an hour and was} 


apparently normal on the following day, going 
out for a walk. About eight o’clock the evening 
before admission she was again found in the same 
condition. At first she could be aroused to an- 
swer questions. At midnight this was no longer 
possible. At 2.35 a. m. she was brought to the 
hospital. There was no history of trauma. She 
had taken no aleohol and no drugs except the 
medicines prescribed by her physician and part 
of a bottle of ‘‘tanlac’’ in March. The son-in- 


law did not know very much about her com- 
plaints. 


P. E. A poorly developed and nourished 
woman looking much older than fifty-three, un- 
conscious, with marked hyperpnea and at times 
modified Cheyne-Stokes breathing. Yellowish 
dry skin. Scaling of thighs. False teeth. Lungs 
negative. Heart not enlarged to percussion. 
Apex impulse not found. Sounds of poor qual- 
ity, difficult to hear. Pulse of very poor quality, 
difficult to obtain. B. P. 90/60? Abdomen, 
genitals, extremities, rectal examination, pupils 
and reflexes normal. 

T.98°. P.120. R.40. Urine. Amount and 
sp. gr. not recorded. No albumin or sugar. 
Blood. gb. not recorded, leucocytes 80,000, 
many large abnormal cells of the bone marrow 
= few normal polynuclears and lympho- 


Fifteen grains of caffein was given intramus- 
eularly, followed in half an hour by five grains 
travenously. The patient remained uncon- 
—. The pulse grew weaker. In less than two 
urs she quietly died. At a lumbar puncture 
after death 10 ¢.c. of clear colorless fluid was 


obtained easily, drop by drop in rapid succes- 
sion—the pressure perhaps slightly increased. 
There were no ceils. 


Discussion 
BY DR. RICHARD C. CABOT 
NOTES ON THE HISTORY 


We know at once that we are in for trouble. 
Most of our wrong diagnoses are made in cases 
of this sort, ly because we do not get a good 
history, partly because we do not have the codp- 
eration of the patient during physical examina- 
tion. 

I do not know any connection between pains 
in the knee-joints and sudden coma. So that I 
should say that the first thing we know about 
this patient from the point of view of diagnostic 
study is coma. There was no history of trauma. 
That is the first thing we inquire about,—trauma 
to the head with concussion or compression of 
the brain. 

A Puysictan: ‘‘Tanlac’”’ is chiefly alcohol. 

Dr. Casot: But she had taken only ‘‘part of 
a bottle.’ We will not discuss the chances of 
alcoholic coma, as we do not know the size of the 
bottle. 

We know practically nothing more. The whole 
history is that of a person who suddenly went in- 
to coma at fifty-three. What is it? (1) Vaseu- 
lar disease of the brain, hemorrhage being the 
commonest type, (2) uremia. 


NOTES ON THE PHYSICAL EXAMINATION 


Evidently she was so ill that they were not 
sure of the pulse pressure. 

The negative test for albumin is of some help. 

I think I saw a specimen of this blood. I can 
confirm all that is said here and make it a little 
more definite. There were many myelocytes. It 
was the blood of myelogenous leukemia. 


DIFFERENTIAL DIAGNOSIS 


That this patient had leukemia I know. What 
else she had I do not know, and I do not know 
what she died of. Leukemia patients do not 
ordinarily die suddenly. I have known two to 
die suddenly of cerebral hemorrhage, and I do 
not see any proof that this patient did not have 
cerebral hemorrhage. But the remarkable thing 
is that there is no paralysis and no aphasia. Can 
we have cerebral hemorrhage without paralysis 
and without aphasia? Yes, and not very un- 
commonly. I should say that one in every four 
or five that I see is without paralysis and apha- 
sia. Then where is the hemorrhage? Often 
down at the base of the brain, over the cerebel- 
lum or the pons, sometimes in both ventricles, 
equally present both sides, therefore giving no 
focal signs, occasionally in the frontal lobes. So 
that it is me at all unusual to have cerebral hem- 
orrhage without paralysis. 

I have never seen any other sudden deaths in 
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leukemia, but that she did have leukemia I am 
sure from the blood which I saw. If she had 
leukemia she ought to have a big spleen, and I 
believe she did have it. I think if we had been 
there we should have felt it. With this type 
the glands ought not to be enlarged. The liver 
should be somewhat enlarged. We can have a 
pure myelogenous leukemia with no changes in 
the spleen or liver, but it is very rare. That is 
as far as I can go. 

A Puysician: Getting up and out for a day 
—isn’t that against a cerebral hemorrhage of 
any kind? 

Dr. Carnot: No; I have seen that. I suppose 
we have to say that the first bleeding was 
small and did not make much increase of intra- 
cranial pressure. But I have seen no cases post- 
mortem wi:h such a history as that. 

A Puysician: Couldn’t this be uremic? 

Dr. Casot: No; I don’t think I have seen a 
patient with as short a history and as little in 
the urine as this who at necropsy we thought 
died uremic. 

A Puysician:. With coma why don’t they 
consider diabetes? 

Dr. Canot: Because of thc hyperpnea? There 
is no sugar in the urine, and while we can have 
diabetic coma without sugar in the urine, it is 
so rare that it would take a great deal of history 
to make us think of it. 

A Puysictan: Could the first attack be a 
vascular crisis without hemorrhage? 

Dr. Casot: It could be. The second one 
might be too. Vascular crises can kill people. 


CLINICAL DIAGNOSIS (FROM HOSPI"AL RECORD) 
Not made. 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Leukemia. 
Cerebral hemorrhage. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesion 


Myeloid leukemia. 

Leukemic infiltration of the spleen, liver, my- 
ocardium and_ retroperitoneal lymph 
glands. 

Leukemiec hyperplasia of the bone marrow. 


2. Secondary or terminal lesions 


Tuberculosis of the kidneys. 
Wet brain. 


3. Historical landmarks 


Slight chronic pleuritis, right. 
Cholelithiasis. 


Dr. Ricuarpson: The pupils were markedly 
dilated. On section the pia was wet. The brain 
weighed 1148 grams. The tissue was wet, other- 
wise negative. 


Dr. Canot: No hemorrhage; so we have ai 


other guess. 

Dr. RicnHarpson: The trunk showed subeu- 
taneous fat in fair amount. The retroperitoneal 
glands were slightly enlarged. The liver was 
one em. above the costal border on the right. The 
diaphragm was at the third rib on the right, at 
the fourth interspace on the left. The lung tis- 
sue was generally spongy, with a moderate 
amount of edema. 

The liver weighed 1290 grams. The surface 
was smooth, the tissue plump, with some increase 
of consistence and in places a few indefinite gray- 
ish streaks and areas as if of infiltrating cells. 
The gall-bladder was slightly distended with 
bile. Six stones were found, five of them one 
em. in greatest dimension, one two and a half 
em. They consisted of brownish crystalline ma- 
terial. The bladder mucosa, bile-ducts and pan- 
creas were negative. The spleen weighed 240 
grams, slightly enlarged, the surfaces smooth, 
the tissue plump, brown-red, rather homoge- 
neous. 

The kidneys weighed 290 grams, with free cap- 
sules, surfaces smooth, pale, brown-red in color. 
The kidneys were negative except that on the 
surface of each there were several smaller and 
larger slightly elevated pale grayish areas which 
on section extended into the kidney substance 
for short distances and then faded out like tu- 
mors, but not like discrete tumors,—like infil- 
trating masses. 

The marrow of the right femur filled the cav- 
ity, was mushy to rather firm and grayish brown, 
with dirty brownish mottling. 

Dr. Canot: Why did she die in such a hurry? 

Dr. Ricnarpson: I don’t know. 

A Puysician: Does that confirm vascular 
crisis ? 

Dr. Casot: But the cerebral vessels were all 
right. I do not know what we are to say about 
the suddenness of death here. I do not know 
why they did not examine the smear until after 
death. Of course she must have been sick for a 
long time. There was no evidence of anemia? 

Dr. RicnHarpson: Nothing remarkable. 

yew Casot: But as to the pallor of organs and 
so on 


Dr. Ricuarpson : The organs generally showed 
rather pale tissues. 

r. Casot: Leukemie people die usualiy of 
anemia, not of leukemia, of the driving out of the 
red cells. As long as they are not anemic they 
are not very sick. So that although we have 
made the diagnosis here the cause of death is still 
very mysterious. 

What happens in a vascular crisis? Vascular 
crisis is a most useful hypothesis which nobody 
can prove right or wrong and which gets v~ out 
of all sorts of difficulties. It is the hypothes:s of 
a German named Pal. He wrote a book on the 


subject in which he bases his theory upon ol:ser- 
vations with the ophthalmoscope showing spasm 
of the retinal vessels at the same time as the 
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tose seizure, in which the brain after death 
aed nothing. That is about all the evidence 
there is. We may say that what we know the 
retinal vessels do we may guess the brain ves- 
sels do. We may have paralysis, sometimes 
hemiplegia too, and yet post mortem nothing. We 
eanwot disprove it, but we cannot go any fur- 


r. 

“Transient cerebral accident?’’ That means 
that a person gets a hemiplegia or an aphasia 
and is all well in a few hours. What Pal says 
is that these arteries shut down and then relax. 
Clinically it is a very common thing. A person 
has a monoplegia. It passes off in a few hours. 
We used to say it was a small hemorrhage, but 
post-mortem we did not find the hemorrhage. 


CASE 10352 


A Portuguese (Madeira) cotton mill opera- 
tive of twenty-six entered March 15 complain- 
ing of pain in the stomach of two years’ duration. 
His poor English made it difficult to get a com- 
plete and dependable history. 


F. H. and habits. Good. 


P. H. He had always been well. A year ago 
he had his tonsils and adenoids removed. For 
a year he had pruritus. He had occasional mild 
headaches. Lately his legs had been weak. His 
best and usual weight two years ago was 145 
pounds, his present weight 133. 


P. I. Two years ago he began to have an oc- 
easional sense of discomfort in the epigastrium 
about an hour after meals, never severe, not ra- 
diating, seldom causing emesis. In the inter- 
vals he was well. A year before admission the 
discomfort began to be more persistent and he 
often vomited. Medical treatment gave no re- 
lief. The sense of discomfort gradually changed 
to one of dull burning pain, coming on about 
an hour after eating, often causing emesis and 
relieved by soda, vomiting or food. This pain 
had occurred practically every day since Janu- 
ary. (n the occasional days when it did not 
occur he felt perfectly well. It often made it 
difficult for him to sleep, occasionally awaking 

im. At times it was severe enough tc double 
him up. He had never had hematemesis, coffee 
ground vomitus, bloody or tarry stools, chills, 
fever, jaundice, or radiation of the pain. For 
the past two weeks it had been present a large 
part of the time and there had been repeated 
Vomiting until the past few days, during which 
he had had almost constant desire to vomit but 
had not done so. Since January he had been 
on a five-meal gastric diet. He had lost practi- 
cally uo weight, but during the past week had 
had marked loss of strength. 


Recerds of the Out-Patient Department show 
a negative Wassermann January 11. January 
17 X-ray showed the stomach active, suggesti 


irritability ; emptied in normal time; appeared 
regular in outline. The sphincter was appar- 
ently ar. First portion of the duodenum 
large. In this region there was constant ir- 
regularity in outline, and tenderness. The re- 
mainder of the gastro-intestinal tract was not 
remarkable, Later notes showed steady improve- 
ment until March 8, when he was worse. 


P. E. Entirely negative except for small 
glands in the submaxillary and axillary regions, 
somewhat reddened tonsils, a few musical rales 
in the ieft chest, and very slight rigidity of the 
right epigastrium. The left epigastrium was 
entirely soft. No tenderness was elicited. 

Before operation 7. 96.3°, P. 53-90, R. 16-24, 
urine and blood normal. Wassermann negative. 
Gastric analysis March 20. Fasting contents. 50 
c.c. of watery mucoid material containing a few 
food particles and a small number of dark clot- 
ted blood flecks. Guaiac positive. Free acid 28, 
combined 12, total 40. Microscopic food slight- 
ly positive, starch slightly positive. Test meal, 
one hour. 30 c.c. of watery material with defi- 
nite food particles. Guaiac negative. Free acid 
40. Total acid 59. Stools. Guaiac positive at 
one of two examinations. 


It was felt that the low roughage diet which 
the patient had been having was probably as 
good treatment as he was able to follow and 
keep his work, which forced him to keep up with 
a machine. Therefore operation was advised on 
the medical service. 

March 21 it was performed. The patient made 
a good operative recovery and an extremely good 
convalescence. By April 3 the wound was clean 
and held tight. Gastric analysis gave 120 c.c. 
of clear yellow fasting contents with no pus or 
food, guaiae positive, free acid 16 ¢.c., combined 
25 e.c. Test meal gave 160 c.c. of yellow ma- 
terial with flecks of mucus; no pus or food, 
guaiac negative, free acid 5 ¢.c., combined 25 
e.c. April 3 he was discharged to the Out-Pa- 
tient Department. 


X-RAY INTERPRETATION 


Findings are those of probable ulcer of the 
first portion of the duodenum. 


PRE-OPERATIVE DIAGNOSIS 
Duodenal ulcer. 


OPERATION 


Gas and ether. Upper midline incision: At 
the duodenal side of the pylorus there was an 
indurated area with a stippling over it. Post- 
erior gastroenterostomy was done. No gall- 
stones were felt in the gall-bladder. Many ad- 
hesions about the duodenum. Over the area of 
induration no definite crater was made out. Gall- 
bladder, pylorus, pancreas and kidneys palpated 
and found to be normal. A loop of jejunum 
identified and clamped. Posterior wall of stom- 


ting |! ach exposed by incision through the gastrocolic 
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omentum. This was sewed to the stomach about 
the perforation in the omentum. Clamp applied 
to this fold of stomach and gastroenterostomy 
done with three rows of sutures on the posterior 
wall. 

(Registry of bone sarcoma scissors invented 
by Dr. E. A. Codman. This is the first time such 
scissors have ever been used, so far as is known.) 


THE OUT-PATIENT DEPARTMENT 
RECORDS 


April 10 he had been entirely well since dis- 
charge. He was put on an improved five-meal 
diet. May i3 he was entered in the Gastro- 
Intestinal Clinic. He had returned to his work 
in the cotton mill a week earlier, doing night 
work. He had felt quite well until he began this. 
Since that time he had had a return of his old 
symptoms. He complained of considerable eruc- 
tations of gas and almost constant discomfort 
and sense of fullness in the epigastrium. He had 
‘worked only five nights. He was advised to spend 
five days in bed on a five-meal diet. May 20 he 
felt much improved. His weight was 129 pounds. 
He now had no gastric symptoms except a little 
gas. He was advised not to return to work for 
three weeks, and was given an increased diet. 
May 27. Weight 128% pounds. He had no pain 
or nausea and his bowels moved normally. He 
had more or less gas and his appetite was poor. 
He had been keeping to his diet well, but not get- 
ting enough calories, and no ercam. Cream was 
added to the diet. June 10. Weight 131 pounds. 
He had had no pain that week, but had had slight 
discomfort the week before, and more or less gas. 
He had kept to his diet. He was to look for 
lighter work, eight hours a day instead of twelve 
hours a night. 


LATER NOTES FROM 


Discussion 
BY DR. MONROE A. MC IVER 


From the point of view of diagnosis this case 
presents no difficulties. A sufficient period had 
elapsed between the onset of the earliest symp- 
toms and the patient’s first entrance to the Out- 
Patient Department to make the classical history 
of duodenal ulcer clear-cut. It only remained 
to confirm this by means of X-ray studies. 

From the point of view of therapeusis, how- 
ever, this case has not proved so simple. The 
Out-Patient Department record shows that al- 
though for three months before his entrance to 
the medical service of the hospital the patient 
had been on a five-meal gastric diet, presumably 
supplemented by alkalies, his progress had not 
been satisfactory. It is difficult to reconcile his 
statement that food always relieved his pain 
with the fact that he did not make satisfactory 
progress on this régime. We note from the 
history that he speaks poor English; it is often 
surprisingly difficult to make foreigners under- 


stand and carry out even as simple a therapeutic 


measure as the five-meal gastric diet. Even al- 


lowing, however, for this possible lack of codp- 
eration on the part of the patient, I believe we 
shall have to admit that we are evidently deal- 
ing with a fairly acute ulcer. After thorough 
study in the medical ward it was apparently de-. 
eided that considering the lack of success of Out- 
Patient treatment and his economic status an 
operation would probably be the best therapeu- 
tie measure. 

The pathology found at operation was char- 
acteristic of duodenal ulcer, and a posterior gas. 
troenterostomy was performed. Without enter- 
ing here into a discussion of the various 
operative procedures which may be applied to 
duodenal ulcer, it will suffice to say that posterior 
gastroenterostomy is probably the simplest op- 
erative treatment available, and in spite of its 
drawbacks is one that in a large percentage of 
cases is of undoubted benefit. 

This patient was referred to the Gastro-Intes- 
tinal Clinie about a month and a half after his 
discharge from the wards. The operation had 
given him complete relief from all symptoms 
until the time when he had returned to work,— 
and this in spite of the fact that he had appar- 
ently paid little attention to diet. On returning 
to work he had had a return of his old symp- 
toms in a rather aggravated form, and he had 
accordingly re-entered the Out-Patient Depart- 
ment. He responded fairly well to the rest in 
bed and the dietary treatment that was pre- 
scribed at this time, and when last seen was given 
permission to return to work pruvided the work 
was of not tos strenuous a character. 

I believe that if this patient had been careful- 
ly supervised from the time he left the hospital 
he would never have suffered this relapse. A 
point here in rega’d to the man’s work: we have 
found that ulcer ;atients who work at night are 
very much more difficult to manage than those 
who work by day ; and this seems to be true even 
when they are able to carry out their dietary reg- 
ulations carefully and are apparently getting 
enough sleep during the day. 

It will be noted that in the post-operative 
treatment no alkalies were given. The advan- 
tage of giving excessive doses of alkali has been 
rather seriously called into question in a great 
deal of the recent literature. There is no dou 
but that in certain cases, notably those wi 
some renal involvement,-there-may be real dan- 
ger in giving an excess of alkali. But even dis- 
counting those cases, the rationale of the alkali 
therapy is open to criticism. In the Gastro-In- 
testinal Clinic we have practically abandoned its 
use; and in the case under discussion this course 
was especially logical, since, as will be noted, 
the gastric analysis showed no excessive acid. It 
is certainly striking how much may be done for 
these patients without the use of alkalies, by 
frequent feedings of a bland diet, coupled with 
careful regulation of the general mode of life, 
being certain to ensure adequate periods of rest. 

The present case illustrates very strikingly a 
fact which we have encountered many times in 
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- the Gastro-Intestinal Clinie: namely, the need 
for careful supervision of cases that have recent- 
ly undergone gastric operations. Following op- 
erations the patients often experience such im- 
mediate relief from their old symptoms that they 
are prone to disregard all dietary precautions, 
and only too often find themselves with their 
old trouble back,—and in even worse plight than 
before, inasmuch as they have exhausted their 
best chance for radical eure. 

_ DIAGNOSIS 
Duodenal ulcer. 


CASE 10353 
- An American of sixty-nine, for eight years a 
bookkeeper, before that ‘a wholesale beef chopper 


for eighteen years, entered September 26 com. 
plaining of diarrhea of two months’ duration. 


H. Not recorded. 


P. H. In general he had been a healthy man. 
He had the diseases of childhood. At thirty-nine 
he had hemorrhoids; none since that time. At for- 
ty-four he had syphilis, treated by a physician 
for three years. At forty-nine he kad erysip- 
elas. At fifty-three he was ill in bed a week 
with ‘‘indigestion.’’ At sixty-three he had gon- 
orrhea, treated by a physician. For three years 
he had had bilateral inguinal (?) hernia, not 
troublesome, dating from an attack of coughing. 
He urinated ence at nignt. 


Habits. Before prohibition he drank six or 
seven glasses of alcohol a day. 


P. I. Two and a half months ago, when feel- 
ing well, he began to have frequency of defeca- 
tion, six times by day and once or twice at night. 
Two weeks after the onset he spent a day in 
bed without eating, and felt nauseated but did 
not vomit. Since that time the diai rhea had in- 
creased to ten or twelve movements by day and 
four at night, with some tenesmus. He had 
grown progressively weaker, and in three months 
had lost eighteen pounds. For two months he 

been up and about, but languid. Two 
months ago his stools were formed. At admis- 
sion they were entirely unformed, and twice had 
contained fresh blood intimately mixed. He had 
noticed dark brown stools but no tarry stools. 
He had no pain at any time. 


P.E. Well nourished. Teeth all false. Lungs 
clear. Apex impulse of the heart not found. 
Midclavicular line not recorded. Other meas- 
urements as shown in the diagram. Sounds and 
action normal. i 

palpable. B. P. 155/90. 
Abdomen and genitals 
normal except for marked 
right inguinal hernia, re- 

ducible. Extremities and 
reflexes normal. Pupils slightly irregular, oth- 
erwise negative. Rectal examination showed 
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what seemed to be a small cyst or dilated varix 
on the right side of the external anal orifice. 
Sphincter tight. No thickened veins felt, but 
fresh blood withdrawn on the finger. 

Before operation chart normal, urine cloudy 
at one of two examinations, occasional leucocytes 
at the second; blood normal. Wassermann neg- 
ative. Stools. Gross blood at both of two ex- 
aminations. Guaiac very strongly positive at 
both. X-ray. Considerable difficulty in pass- 
ing tube. The rectum filled . The sig- 
moid was oblique and the descending colon was 
fairly well filled but of poor tone, not very mov- 
able. No barivm could be made to pass through 
the transverse colon even by palpation. Proctos- 
copy. Five inches from the anus was a fungoid 
uleerating bleeding mass nearly surrounding the 
rectum, narrowing tl:e lumen much, but not 
causing complete obstruction. 


October 3 operation was done. The follow- 
ing day the patient developed rales throughout 
both sides of the chest, with a respiratory rate 
of 40. The temperature was not elevated, how- 
ever, and no dullness was found. The following 
evening the rales reappeared in a very short 
time. Digitalis and atropin were given. Octo- 
ber 6, however, the chest was free from rales. 
The colostomy was opened. October 8 there 
were a few riles left. The patient was breathing 
easily. An enema was given ou account of the 
lack of free movements. October 10 the drain 
was taken out. The patient seemed a little weak- 
er than for the past few days. October 12 he 
had diacetic acid and acetone in the urine. 

The mo.ning of October 13 he suddenly had 
a discharge of blood from the colostomy. He was 
given morphia and put on shock treatment. At 
noon there was another hemorrhage. No large 
amount of blood was lost at any time, however. 
The urine showed sugar, diacetic acid and acet- 
one. At midnight the patient died. 


Discussion 
BY DR. EDWARD L. YOUNG, JR. 


At forty-four,—twenty-five years ago,—the 
treatment for syphilis was the more or less iz- 
efficient treatment by mercury, so that he may 
well be still harboring an infection. ! 
_ This is a story which at once suggests malig- 
nant disease of the large bowel. Why a patient 
will continue with the amount of trouble this 
patient has had for this length of time without 
reporting to a physician seems strange. It cer- 
tainly makes a great deal of difference to the 
patient, because a condition which might have 
been curable earlier may well be incurable after 
two or three months of progress. Of course on the 
story alone we cannot make an absolute di 
sis of carcinoma, as an acute infectious colitis 
can cause just this story, but that is not so com- 
mon at sixty-nine as is i t disease, 

The examination does not help us very much 
in regard to the exact diagnosis until we come 
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to the X-ray examination and proctoscopy, and 
there we have a story which spells carcinoma, and 
from its size suggests that it is inoperable so far 
as entire cure is concerned. This is a statement 
which is hardly fair to make with much empha- 
sis, because we have seen cases at this clinic 
where after many months of acute symptoms 
the operation apparently removed everything. 

The operation I assume was an abdominal ex- 
ploration, and then depending on the extent of 
the growth there either a radical removal or the 
first stage of a radical removal. 


X-RAY INTERPRETATION OF BARIUM ENEMA 
‘Very suggestive of malignancy.”’ 
DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 


Carcinoma of the rectum. 


PRE-OPERATIVE DIAGNOSIS 
Carcinoma of the rectum. 
OPERATION 


Gas and ether. Median muscle retracting in- 
cision. The growth in the rectum was felt ex- 
tending up to the peritoneal floor, firmly ad- 
herent anteriorly. Enlarged glands in the 
mesentery of the rectum. Examination of the 
liver showed a large dilated gall-bladder sur- 
rounded by adhesions. No metastases felt. Be- 
cause of the age of the patient and the acute gall- 
bladder it seemed wiser to do a colostomy without 
dissection of the pelvis in order that a chole- 
cystectomy might be done. The patient’s con- 
dition did not warrant doing a dissection of the 
pelvis and excision of the gall-bladder. The sig- 
moid was brought out of the median incision for 
a colostomy. The fascia and skin were s“tured 
beneath the loop. The wound was closed about 
the pouch. A right rectus incision was then made 
and the gall-bladder, which was weil to the out- 
side, was brought into the wound. The gall- 
bladder was dilated, edematous, surrounded 
by adhesions, and there was fibrin over its sur- 
face in many places. It was aspirated and found 
to contain a cloudy white fluid. Investigation of 
the cystic and common ducts revealed no stones. 
It was therefore concluded that the distension 
might be caused by gravel. The gall-bladder 
was accordingly removed from below upward. 
Hemostasis was not perfect, but was fairly good. 
Cigarette wick inserted and wound closed in 
layers. 


PATHOLOGICAL REPORT 


Gall-bladder. The peritoneal surface is white 
and opaque. The walls are thickened. The 
mucous surface is bluish red. Microscopic exam- 
ination shows erosion of the mucosa with infil- 
— in the walls and wandering cell infiltra- 

on. 


Chronic cholecystitis. 
FurTHER Discussion 


Operation showed that it was removable, int 
it was thought wise to remove the acute ¢./I- 
bladder which was felt and do the first stage of 
a complete operatiun. 

Following this operation there was some irri- 
tation in the lungs. But this seemed to be doing 
well, although the patient gradually grew weak- 
er. From the description here it seems hard to 
believe that the bleeding alone could have been 
serious, although it must be remembered that a 
large amount of blood can be lost in the bowel 
without coming through the colostomy. There 
may have been a good deal of infection still left 
in the lungs which did not show. I do not see 
how it is possible to make any accurate diagno- 
sis of the cause of death, but will simply say that 
between the lung infection, the shock of opera- 
tion, the loss of blood, and possible infection of 
the peritoneum the load that the patient had to 
carry was more than he could handle. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Carcinoma of the rectum. 
Cholecystitis and cholelithiasis. 
Colostomy for cancer of the rectum. 
Cholecystectomy for choielithiasis. 


DR. EDWARD L. YOUNG’S DIAGNOSIS 


Carcinoma of the rectum. 
Hemorrhage into the bowel. 
Sepsis above the diaphragm. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesion 
Adenocarcinoma of the rectum. 
2. Secondary or terminal lesions 


Hemorrhage into the large intestine. 
Operation wound, cholecystectomy. 
Anemia. 

Fibrinous pleuritis. 


3. Historical landmarks 


Obsolete tuberculosis of a bronchial gland. 
Slight chronic pleuritis. 

Slight arteriosclerosis. 

Slightly defective closure of the foramen ov:'e. 


Dr. Ricnarpson: The skin and mucous 
branes were very pale. . 

The abdomen was not distended, but the wil 
was a little tense. 
_ Beginning in about the middle portion of «+2 
transverse colon and extending down to ab: it 
the middle of the sigmoid, which was sutu:.d 
in the wound, the colon contained much se: :i- 
fluid blood-like material mixed with fecal 1.- 
terial. In the lower part there was a lar;:¢ 
amount of blackish-red semi-fluid blood-like ™- 
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Number 
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terial. ‘he mucosa in this portion of the intes- 
tine w; negative. The lower part of the sigmoid 
was nective. The mucosa was pale. At a point 
about » em. above the anus the rectum presented 
an ova! thick plaque-like mass of new 


tissue 7 by 5 em. It rested mainly in the post- 
erior wall but extended for some distance into 
the lateral] walls. The inner surface showed lip- 
like margins and was rather soft and necrotic. 
Beneath this the wall was thickened up to 7 
mm. and infiltrated with grayish homogeneous 
new-zrowth-like tissue. There was considerable 
obstruction of the rectum by the mass. 

The bronchial glands were slightly enlarged, 
pigmented, and one showed marked fibrocal- 
careous degeneration. . 

The pleura over the lower lobes of the lungs 
was coated with fibrous material. The peripheral 
portions showed a moderate amount of emphy- 
sema. The lung tissue generally showed a mod- 
erate amount of edema. 

The aorta and great branches showed a slight 
amount of arteriosclerosis. 

The gall-bladder was wanting. The cystic 
duct securely tied off; duct otherwise negative. 
The hepatic and common ducts, and the duct of 
Wirsung were negative. 

The tissue of the spleen was a little soft. 

There was a small hydrocele on each side. 
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AST HyYPERTROPHY—NON-SURGICAL BREAST 
CONDITIONS 


Baricert, BE. (Su , Gynecology tet- 
rics, Jane, 1924). 
Bartlett discusses this subject and believes that: 

1. ‘‘veast hypertrophy is a clinical entity with 
of histological pictures. 

_/. i8 evidenced by an enlargement in the form 
of 4) \p involving a part of a lobule, a whole lobule, 
two «> more lobules, a quadrant, a hemisphere, or 


lume. both nfrequently there are multiple 


or at ts, each involving a small portion 

3. "\e histological picture simulates that of the 
Nori...’ breast in the various stages of puberty hyper- 
»re-lactation, or lactation hypertrophy, post- 


at ol involution, or atrophy. 
veast hypertrophy is not a new-growth and 
pre-cancerous process inasmuch as the same 


hist storreal picture, minus the gross hypertrophy, 
May ic seen in that are normal. 


5. It can be recognized by the clinical picture and 
without the aid of the exploratory incision. 

6. It is not a local disease but a symptom of a 
disturbance which is located elsewhere in the body. | 

7. The treatment is medical, not surgical, and is 
directed toward the cause rather than the local mani- 
festation. 

{E. H. R.] 


ENDOORINE DISTURBANCES AND NON-UNION OF 
FRACTURES 


Kotopny, A. (Surgery, Gynecology and Obstetrics, 
June, 1924). 

Kolodny presents an experimental study chiefly in 
relation to the effect of variations in the thyroid 
gland on the healing of fractures, and he concludes 
that among the other effects of endocrine disturb- 
ances there is a definite suppression of the healing 
of fractures. He does not, on the other hand, feel 
that all cases of delayed union or non-union are to 
be attributed to endocrine disturbances. Neverthe- 
less a considerable number of cases may be so 
ascribed. 


{E. H. R.] 


Tue Griant-Cett Tumor oF BONE AND THE SPECTER OF 
THE METASTASIZING GIANT-CELL TUMOR 


Bioopeoop, J. C. (Surgery, Gynecology and Obdstet- 
rics, June, 1924). 

Bloodgood states that on careful reinvestigation 
of all of his material he is unable to find a central 
lesion with an intact bone shell which resembles the 
giant-cell tumor in the gross, and more or ‘ess micro- 
scopically, that has not remained free from metas- 
tasis. Many of them are free of recurrence after 
curetting. Therefore, at the present time, if a sur- 
geon explores a central bone tumor in which the 
x-ray, palpation, and exploration exclude tumor tis- 
sue outside the bone shell, or the capsule about the 
bone shell is destroyed, he can be certain that the 
only possible sarcoma is one resembling in the gross 
and in the section the osteogenic sarcoma of the 
chondromyxo type—a tumor easily to be distin- 
guished from the giant-cell tumor or ostitis fibro- 
cystica. If this statement is true, it simplifies the 
diagnosis, because the cellular pathology of the giant- 
cell tumor in a certain percentage of cases, espe 
cially under the high power, has been confusing to 
experienced pathologists, and even today is incor- 
rectly diagnosed sarcoma, leading to unnecessary 
amputation or mutilating resections. The mutilation 
is especially great when the resection is done in the 


w. 
{E. H. R.] 


GUMMA OF THE THYROID 

Wiru1aMs, C., and STEINBERG, BERNHARD (Surgery, 
Gynecology and Obstetrics, June, 1924). 

These authors report findings of one case and 
state in conclusion that: 

1. Gumma of the thyroid is a rare lesion of 
syphilis. 

2. Women are affected more frequently than men 
(14 of 21 cases). 

3. It may result from both hereditary and ac- 
quired syphilis. 

4. The symptoms are those of mechanical inter- 
ference from the tumor. As a rule there is no dis- 
turbance of thyroid function. When present it is 
usually myxedema, rarely hyperthyroidism. 

5. The prognosis with active treatment is good. 

6. The appearance of the tumor may lead to con- 
fusion with cancer. 

H. R.] 
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THE HARVARD SCHOOL OF PUBLIC 
HEALTH 


Tue Harvard School of Public Health, having 
completed its second year of instrucion and hav- 
ing taken up its quarters in its new building on 
Van Dyke Street, has just vublished its an- 
nouncement for the coming academic year. 

The historical statement contained in the an- 
nouncement very properly gives great credit for 
the influence of the Univeristy upon public 
health to Dr. Henry P. Walcott, senior member 
of the Harvard Corporation, and first chairman 
of the State B of Health. The school is the 
result of a ing together and consolidation 
of the activities of several departments, rather 
than a broadening of the scope of any one de- 

rtment. This is natural when we view the 

istory of instruction and research in the fields 
of preventive medicine and public health. In 
1909, according to the prospectus, the Depart- 
ment of Preventive Medicine.and Hygiene was 
established in the Medical School, and the degree 
of Doctor of Public Health was first conferred 
in 1911. In 1911 a Department of Sanitary 
Engineering was founded in the Engineer- 
ing School. In 1913 the Department. of Tropi- 
cal Medicine was formed, and in 1918 the Divi- 
sion of Industrial Hygiene was organized in the 


Medical School. In 1913 the ‘‘Harvard-Tech- 
nology’’ School of Public Health was formed, 
continuing under the joint management of Har- 
vard and Technology until the fall of 1922, 
when the new Harvard School of Public Healt); 
threw open its doors. 

The organization of the new school followed 
closely. on the receipt of the Henry P. Walcott 
Fund of Harvard University, an endowment for 
the purpose from the Rockefeller Foundation. 
This gift made possible the enlargement of the 
existing departments of Preventive Medicine and 
‘iygiene, Bacteriology, Sanitary Engineering, 
Tropical Medicine, Parasitology and Industrial 
Hygiene; the creation of new departments of 
Public Health Administration, Child Hygiene, 
Mental Hygiene, Communicable Diseases, and 
Ventilation and Illumination, and the purchase 
of the building adjacent to the Medical School, 
formerly occupied by the Infants’ Hospital. 

The purpose of the School of Public Health, 
as stated in its announcement, is ‘‘to provide 


‘the scientific groundwork of expert knowledge 


which underlies efficient health administration, 


‘together with some actual personal acquaintance 


with modern public health practice of the best 
types, and thus to prepare students for careers 
in publie health.’’ The School confers the de- 
grees of Bachelor of Public Health, Master of 
Public Health, Doctor of Philosophy (in Hy- 
giene), Doctor of Medical Sciences and Doctor 
of Public Health. 

In the foundation of this school, ranking with 
the best in the country, Harvard has taken a 
great forward step in public health work. 


AN OLD DESK 


THE Social Service room of the Massachusetts 
General Hospital is the present repository of a 
rather more than middle-aged desk, a desk of 
ancient architecture w ch solid turned legs and 
wood-knobbed drawers. It is a double desk, with 
hinged sloping covers, and on the under sides of 
the covers and on the desk top beneath them is 
a signatory roll of the house officers of the hos- 
pital, or many of them, from a decade before the 
Civil War until after the World War. 

The earliest record to be found by the casual 
seeker is that of A. E. Sawyer, who in 1551 
wrote up his histories and daily notes at 
the old desk, by the midnight oil, no doubt 
with an equally industrious house pupil facing 
him. In 1855 L. U. Sargent, Jr., had en- 
rolled himself upon this unofficial scroll, and 
from then on the names increased in number. 
Here in 1865 our own John Collins Warren 
penned, his signature, and below it Thomas 
Dwight, later professor of anatomy. The name 
of John Homans is here and that of Homer 
Gage; James G. Mumford, surgeon and author 
is entered on the list, and Harvey W. Cushing 
and Hugh Cabot may remember having recorded 
their names in their proper places. The present 
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chiefs of the East and West Surgical Services, 
Franklin G. Baleh and Charles A. Porter, may 
or may not recall having registered, but their 
names are present, as are those of Frederic 
A. Washburn, director of the hospital, and James 
S. Stone, recent president of the Suffolk Dis- 
trict Medical Society and surgical chief of the 
Children’s Hospital. 

We of the Western Hemisphere are too prone 
to forget the achievements of the past. In our 
worship of the Brand New we have scant time 
for a fitting veneration of that which has gone 
before and proven its worth and left its mute 
reminders; not that we have no antiquarians 
among us; not but that many of us respect the 
accomplishments that laid the foundations for 
our own successes, but by and large we are too 
engrossed in the strivings of the present to pay 


more than a passing respect to the labors of|; 


those who have achieved success before us, and 
to the methods by which they achieved it. 

The old house officers’ desk is still preserved 
and still fulfils some useful function, but its ex- 
istence has been forgotten by many who once 
toiled over it and its interest as a unique hospital 
record is unknown by many who see it almost 
daily. If the ether dome is to become once more 
accessible and visited as it will be if a utilitarian 
purpose is again added to its interest as a hos- 
pital museum, it will be highly fitting if the 
much signed desk may find its permanent rest- 
ing place there. 


The Massachusetts Medical Society 


SECT'ON OF OBSTETRICS AND 
GYNECOLOGY 


Cuartes E. Monoan, M. D., Chairman 
Freperick C. Irvine, M. D., Secretary 


Tros. R. Gorruats, M. D., Clerk 
Boston Lying-In Hospital, Boston, Mass. 


(Communications and questions addressed te 
the Clerk will be gladly received and 
cheerfully answered.) 


PvueRPERAL deaths in the Commonwealth ex- 
clusive of Boston numbered twenty-nine in the 
Month of May, 1924. In addition one further 
death from puerperal septicemia was reported 
for April, bringing the total deaths in the puer- 
peral state for that month to 31 (Boston ex- 
cepted), 

The deaths for May are classified as follows: 


Puerperal hemorrhage 
Acidosis, Cesarian 
Childbirth, Heart Disease 
Puerperal Septicemia 1 
Puerperal Albuminuria and Con- 
vulsions 
Puerperal Embolism 


oD Wee co 


Two of the puerperal septicemic and one of 
the albuminuric cases were associated with 
Cesarian section. One case classified under 
puerperal albuminuria and convulsions was re- 
ported as ‘‘ Miscarriage. Tetanus.’’ One of the 
hemorrhage cases was associated with placenta 
previa, while another was reported as ‘‘Pre- 
sumably ectopic pregnancy with rupture, fol- 
lowed by hemorrhage and shock. No surgical 
treatment.’’ 

The practitioner of obstetrics should make a 
point of examining his patients as a routine 
measure during the last month of pregnancy. 
If this is done the size of the baby can be esti- 
mated, with especial regard to the relationship 
between the fetus and the pelvis through which it 
is destined to pass, and the presentation and 
position mapped out with considerable accuracy. 
f routine external and internal pelvic measure- 
ments have not been made previously they 
should be done at this time. 

Four maneuvres or ‘‘grips’’ are deseribed for 
determining presentation and position. For ap- 
plication of these the patient should first empty 
her bladder and then recline on bed or examin- 
ing table with her abdomen bared from ensiform 
to pubis. 

For the first maneuvre the physician gently 
grasps the fundus uteri with one or both hands, 
and by making pressure with his fingers maps 
out the portion of the fetus contained within. 
The breech, most commonly felt in this location, 
is felt 1s an irregular dome-like mass which is 
somewhat movable from side to side, but which 
on being tapped with the fiagers does not give 
the sensation of ballotment. If the baby’s head 
occupies the fundus it will be felt as a harder, 
more definite, and rounder object, movaole, and 
giving a definite sensation of ballotment. 

The second maneuvre consists in placing the 
two hands flat on either side of the uterus and 
making gentle pressure with the fingers to de- 
termine on which side the baby’s back lies. 
This will be found to be a smooth firm resistance 
beneath the uterine wall to one side or 
other of the median line, anterior and easily 
felt in the ease of an occiput anterior 
position, well out in the flank and more difficult 
to make out if the baby is lying with occiput 
posterior. Conversely, the palpating hand on 
the opposite side of the patient will feel the less 
firm and more elastic uterine wall unreinforced 
by the fetal back, through which the baby’s 
hands and feet, ‘‘small parts,’’ ean be palpated 
from time to time as small, irregularly rounded, 
and freely movable masses, easily demonstrated 
and anterior if the fetal back is posterior, more 
difficult to obtain and in the flank if the back is 
anterior. : 

In the third maneuvre the examiner grasps 
the patient’s abdomen just above the symphysis 
between the widely-spread thumb and middle 
finger of one hand, approximating them gradu- 
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ally in such a way as to grip that part of the 
fetus lying above the pelvic inlet. If the vertex 
is presenting and has not yet descended into the 
pelvis it will be felt as a definite hard rounded 
mass; if freely movable from side to side it 1s 
said to be floating; if definitely felt but not 
movable it is called fixed. If, however, it is 
immovable and only barely palpable after the 
fingers have been made to sink downwards over 
the edge of the pelvis the head is well engaged, 
with the greatest diameter of the head below the 
plane of the inlet. Should the breach of the 
baby be presenting the third maneuvre will show 
either an apparent absence of a presenting part 
above the symphysis, or an irregular indefinite 
presentation. 

The fourth maneuvre is of value only in a 
vertex presentation when the head is engaged, 
and is executed with the examiner facing the 
patient’s feet. His hands are laid palm-down 
along the lateral aspects of the lower abdominal 
wall, while with the finger tips sunk down inside 
the pelvic brim the fetal head is felt for. Flexion 
of the head brings the brow upward, and sends 
the occiput downward, and the fingers of the 
hand corresponding to the latter therefore sink 
further down in the pelvis than do those on the 
side of the brow. 


MISCELLANY 
THE MASSACHUSETTS DEPARTMENT OF PUBLIC 
HEALTH 


Rest Me or COMMUNICABLE DISEASES 
Jury, 1924 


GENERAL PREVALENCE 


The only disease showing an increase over the pre 
vious month was whooping cough. 


July June July 
1924 1924 1923 
Whooping cough 261 223 472 


RARE DISEASES 


Anterior poliomyelitis was reported from Boston, 
4; Bourne, 1; Holyoke, 1; Nahant, 1; Revere, 2; 
Southbridge, 1; Westford, 1; Worcester, 1; total, 12. 

Dog-bite requiring anti-rabic treatment was report- 
ed from Boston, 6; Chicopee, 1; Hudson, 1; Lowell, 
14; Malden, 3; Melrose, 3; Stoneham, 3; West Brook 
field, 1; Winthrop, 1; total, 33. 

Dysentery was reported from Boston, 3; Cambridge. 
1; total, 4. 

Epidemic cerebrospinal meningitis was reported 
from Boston, 3; Cambridge, 1; Framingham, 1; Law- 
rence, 2; Lynn, 1; total, 8. 

Encephalitis lethargica was reported from Boston, 
1; Melrose, 2; Stoneham, 1; Tisbury, 1; Wakefield, 1; 
Worcester, 1; total, 7. 

Hookworm was reported from Boston, 3; Cam- 
bridge, 1; total, 4. 

Malaria was reported from Boston, 3; Dedham, 1; 
Lawrence, 1; total, 5. 
waa was reported from Boston, 5; Everett, 1; 

al, 6. 

Septic sore throat was reported from Belmont, 1; 
Boston, 6; Bourne, 1; Holyoke, 1; Leominster, 1; 
Lynn, 1; Medford, 1; total, 12. 


August 28, 


Smallpor was reported from Brockton, 2. 

Tetanus was reported from Adams, 1; Boston, i: 
Gardner, 1; total, 3. 

Trachoma was reported from Boston, 6; Chelsea, i; 
Lowell, 1; Worcester, 1; total, 9. 

Trichinosis was reported from Boston, 2. 


DISTRIBUTION 
All Communicable Diseases 


July July 

1924 192% 

Total cases (all causes) 4,238 4,564 
Case rate per 100,000 population 105.9 115.0 

Certain Prevalent Diseases 

July July 

Diphtheria: 1924 1923 
Total cases 412 482 
Case rate per 100,000 population 10.3 12.1 


Cities and towns noticeably exceeding their endemic 


indexes*: 
Malden (5) 14 Clinton (0) 15 
Lexington (0) 4 Leominster (0) 5 
Auburn (0) 5 
July July 
Measles: 1924 1923 
Total cases 939 1,037 
Case rate per 100,000 population 23.5 26.1 
Cities and towns noticeably exceeding their endemic 
indexes*: 
New Bedford (1) 28 Peabody (0) 31 
Cambridge (26) 50 Swampscott (0) 16 
Framingham (5) 19 Wakefield (3) 15 
Franklin (1) 16 Lowell (10) 35 
Natick (0) 10 Medford (6) 35 
Newton (18) 75 Somerville (8) 42 
Quincy (16) 44 Waltham (il) 57 
Sharon (0) 19 E. Longmeadow (0) 42 
Wellesley (0) 14 
July July 
Scarlet Fever: 1924 1923 
Total cases 381 437 
Case rate per 100,000 population 9.5 11.0 
Cities and towns noticeably exceeding their endemic 
indexes*: 
Dedham (1) 5 Clinton (0) 
Stoughton (0) 6 Westfield (0) 1 
Melrose (1) 8 Greenfield (2) 8 
Medford (5) 14 
July July 
Whooping Cough: 1924 1923 
Total cases 261 472 
Case rate per 100,000 population 6.5 11% 


Cities and towns noticeably exceeding their endemic 


indexes*: 
Fall River (11) 25 
July July 
Typhoid Fever: 1924 1923 
Total cases 49 5S 
Case rate per 100,000 population 1.2 15 
Tuberculosis, Pulmonary: 
Total cases 529 463 
Case rate per 100,000 population 13.2 11.7 
Tuberculosis, Other Forms: 
Total cases 85 64 
Case rate per 100,000 population 2.1 1.6 
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*rhe Median Endemic Index is obtained by arrang- 
ing in arithmetical sequence the monthly totals of 
reported cases for the past five years and selecting 
the middle figure. The numbers in parentheses after 
the name of each city and town indicate the median 
endemic index for that city or town; the numbers 
without parentheses indicate the cases reported dur- 
ing the current month. 


STATE OF CONNECTICUT DEPARTMENT OF 
HEALTH 


WerEKLY Morpiprty ReporT FoR THE WEEK ENDING 
AvcustT 9, 1924 


{Including all cases reported before 11 A. M., Monday. 
August 11, 1924) 


‘ ee Hall—Wednesday, Aug. 13, 2 to 


Hall—Thursday, Aug. 14, 2 to 


CONNECTICUT DEPARTMENT OF HEALTH 


WEEKLY Morpipity REPorT For THE WEEK ENDING 
Aveust 16, 1924 


Diphtheria Measles 
Fairfield County Hartford County 
Bridgeport 6 Hartford 2 
Norwalk 1 Wethersfield 1 
Stamford (C) 2 New Haven County 
Stratford 1 New Haven 4 
Hartford County Windham County 
Hartford 4 "Plainfield 1 
New Britain 1 a 
New Haven Coun total 
Derby Last week 24 
New Haven 1 
Waterbury 2 
Tolland County 
Tolland 1 Whooping Cough 
— Fairfield County 
State total 21. 2 
Last week 21 Greenwich 1 
Hartford Count 
The following diphtheria Bristol , 1 
bacilli carriers were Glastonbury 1 
reported: Manchester 5 
Hartford 2 Southington 2 
New Haven 5 Middlesex County 
r East Haddam 2 
yphoid Fever New Haven County 
Fairfield County Ansonia 1 
Bridgeport 2 Branford 1 
Hartford County Madison 1 
Enfield 1 = Meriden (C) 1 
New Haven County New Haven 4 
New Haven 3 Waterbury 1 
~~, New London County 
= New London 
Windham County 
Scarlet Fever Plainfield 
Fairfield County or 
Danbury (T) 1 
Stamford (C) 1 
County Other Communicable 
von 1 
Bristol 3 
Hartford 2 Cerebrospinal men. 3 
New Britain 3 Chancroid 1 
New Haven County Chickenpox 3 
Hamden 1 German measles 1 
Madison 1 Mumps 8 
Waterbury 3 Poliomyelitis 9 
New London County Tetanus 1 
Norwich (C) 1 Tuberculosis (pul.) 27 
— “ (other forms) 4 
State total 20 Gonorrhoea 25 
Last week 19 Syphilis 22 


WELL BABY CONFERENCES 


Somersville—Opportunity Room—Tuesday, Aug. 12, 
2to4 


(Including all cases reported before 11 A. M., Monday, 
August 18, 1924) 
Diphtheria New Haven County 
Fairfield County New Haven 2 
Bridgeport 3 
Danbury (C) 1 State total 5 
Fairfield 3 Last week & 
Hartford County 
Whooping Cough 
anchester 
Litchfield County 1 
Torrington (C) 6* Fairfield 4 
Middlesex County Stamford (C) 3 
East Haddam 1 rtford County 
New Haven County Bristol 1 
Ansonia 1 Hartford 9 
East Haven 1 West Hartford 1 
Meriden (C) 1 Litchfield County 
New Haven 1 Woodbury 8 
Wallingford (B) 1 Middlesex County 
Waterbury 1 fast Haddam 1 
West Haven 1 New Haven County 
New London County Ansonia 1 
Norwich (T) 1 = Middlebury 3 
Norwich (C) 1 Milford 1 
Windham County New Haven 8 
Sterling 1 = Waterbury 2 
State total 28 tota 43 
Last week 21 25 
The following diphtheria ever 
bacilli carriers were 
reported: Hartford County 
Hartford 2 Plainville 1 
Bie r 5 Litchfield County 
ew Haven Torrington 2° 
New Haven nty 
Scarlet Fever New Haven 4 
Fairfield County New London County 
Bridgeport 6 Stonington 1 
Danbury (T) 1 Windham County 
Hartford County Plainfield 2 
East Hartford 1 _ 
Hartford 1 State total 11 
New Britain 1 Last week 6 
West Hartford 1 


Litchfield County 


Torrington (C) 14* Other Communicable 
New Haven County Diseases 
New Haven 2 Cerebrospinal men. 2 
Waterbury 1 Chickenpox 4 
West Haven 3 Dysentery (bacillary) 2 
New London County Encephalitis (epid.) 1 
Norwich (T) 1 German measles 1 
— Mumps 8 
State total 32 Pneumonia (lobar) 
Last week 20 Poliomyelitis s 
Septic sore throat 6 
Measles Tetanus 1* 
Fairfield County Tuberculosis (pul.) 22 
Bridgeport “ (other forms) 2 
Hartford County Gonorrhea 20t 
Hartford 2 Syphilis 21 
*Delayed re 


ports. 
+One delayed report 


included in total. 
tTwo delayed reports included in total. 
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MASSACHUSETTS DEPARTMENT OF PUBLIC 
HEALTH 


Diseases RePorRTED WEEK ENpING AvcusT 16, 1924 


Disease No. of Cases Disease No. of Cases 
Anterior poliomyeli- Ophthalmia 11 
tis 


9 Pneumonia, lobar 23 

Chickenpox 14 Scarlet fever 46 
Diphtheria 98 Septic sore throat 3 
Dog-bite 3 Syphilis 52 
Dysentery 1 Tetanus 1 
Encephalitis lethar- Suppurative conjunc- 

gica 2 tivitis BY 
Epidemic cerebrospi- Trichinosis 1 

nal meningitis 1 Tuberculosis, pulmo- 
German measles 2 nary 
Gonorrhea 122 Tuberculosis, other 
Hookworm 1 forms 
Malaria 8 Typhoid fever 18 
Measles 35 Whooping cough 67 
Mumps 24 


MEETING OF THE MASSACHUSETTS AS.- 
SOCIATION OF BOARDS OF HEALTH 


TueE regular quarterly meeting of the Massa 
chusetts Association of Boards of Health was 
held at the Atlantic House, Nantasket, on Thurs- 
day afternoon, July 24, with more than fifty 
members attending, representatives from Con 
necticut and Rhode Island also being present. 

(The principal item of business at the gen 
eral session, aside from the election of new mem 
bers, was a resolution suggesting to the Boston 
Transcript the desirability of re-instating The 
Clinic, a department dealing with public health 
that has recently been discontinued. ) 

The three papers were on tuberculosis, the 
new program of the State Depuariment of Public 
Health being outlined by Dr. Jolin I. Pinckney 
Dr. Henry D. Chadwick of the Westfield State 
Sanatorium based his remarks about the stages 
of kilum tuberculosis on some twenty x-ray 
plates, his discussion being full of information 
while Dr. Cleaveland Floyd of Boston showec 
many prints from x-ray plates, with appropriate 
explanations. 


REPORT OF THE INTERNATIONAI 
HEALTH BOARD OF THE ROCKEFEL 
LER FOUNDATION FOR 1923 


Parts of the report of Dr. Frederick F. Rus 
sell, the General Director of the International 
Health Board of the Rockefeller Foundation 
for 1923 have been made public. The complete 
report, containing a detailed account of the 
Board’s activities and expenditures, accom 
panied by many charts and illustrations, will be 
ready for distribution soon. 

During 1923 the Board codperated with gov 
ernment agencies in carrying on health work 
of some kind in sixty-eight states and countries 
The activities reviewed include the development 
of rural health organizations in the United 
States and other countries; the world-wide cam 
paign against hookworm disease; the latest 


South America; codperation in the health pro- 
gram of the League of Nations; the organization 
of facilities for training public health nurses in 
France, Brazil, and the Philippine Islands; the 
training of other public health personnel through 
schools of hygiene and fellowships; the develep- 
ment of public health laboratories; and field 
studies and demonstrations in malaria control in 
the United States and various tropical areas.— 
Information Service of the Rockefeller Founda. 
tion. 


CO-OPERATION WITH THE LEAGUE OF 
NATIONS 


‘*Codperation begun in 1922 with the Health 
Committee of the League of Nations was 
continued. The three-year provision by the 
Board for interchange of public health person- 
nel made it possible for the Health Committee 
to arrange a visit to England and Austria dur- 
ing the early months of 1923 for twenty-nine 
officers from sixteen countries. The third inter- 
change (the second during the year) was held 
in the United States and was participated in by 
twenty-five officials from eighteen countries. In 
addition to these rather formal programs a small 
group of malariologists visited Italy during May 
and June, and individual laboratory specialists 
studied in Holland and at the Institute of Trop- 
ical Medicine in London. Plans have been made 
for four interchanges during 1924, to be held in 
Great Britain, Holland and Denmark, Switzer- 
land, and the Far East. In addition special 
programs have been prepared for interchanges 
of experts in tuberculosis and in school hygiene. 

‘‘The first full year’s work of the new Divi- 
sion of Epidemiological Intelligence of the Sec- 
retariat of the Health Committee has been 
suecessfully completed. The Division publishes 
a monthly bulletin which includes authoritative 
data from more than seventy countries in 
Europe, Asia, Africa, America, and A;stralasia. 
In the eourse of the development of this work 
it early became evident that the standards used 
in different countries in the compilation of their 
vital siatisties vary widely. In order to har- 
monize the work, a grant was made by the Board 
to permit conferences of vital statisticians from 
the participating countries and during the year 
the first of these conferences was held in 
Geneva.’’—Information Service of the Rocke- 
feller Foundation. 


PUBLIC HEALTH DEMONSTRATIONS 


‘Tt is a well-recognized fact that practice in 
public health is years behind our knowledge. 
There is not so much a lack of information as 
to the cause of disease, or in many cases, 0 
direct and positive means of prevention, but 
there is a lack of administrative machinery for 
putting scientific knowledge to work in an effec- 


victories over yellow fever in Mexico, Brazil 
Colombia, and other countries of Central and 


tive manner and at a reasonable cost, within the 
capacity of the community to pay. It is in such 
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situations that opportunity is found for pioneer 
demonstrations which show what public health 
means; what it promises for individual welfare 
and happiness and for general economic better. 
ment; what it costs; and how it will affect 
the future of the community.’’—Information 
Service of the Rockefeller Foundation. 


WHO IS HEALTHIER—THE CITY OR 
COUNTRY BABY? 


‘‘I7 is natural to think that babies in rural 
districts would be healthier than those in con- 
gested cities,’’ says Dr. George T. Palmer, Direc 
tor of the Research Division of the American 
Child Health Association. 

“Despite its recognized drawbacks, the 
crowded tenement within the reach of good med 
ical attention and with pasteurized milk deliv- 
ered on the dumb waiter is pressing the 
farmhouse with its abundance of pure air and 
fresh milk for first honors as the best place for 
babies to begin life.’’ 

Dr. Palmer makes this statement following 
the publication of the infant mortality report 
for 1923 recently prepared by the American 
Child Health Association. 

He continues: ‘‘ According to the report coun- 
try babies are still leading in the health race but 
city babies are gaining. The death rate for rural 
infants is lower than the rate among city babies 
in sixteen out of twenty-seven states for which 
records are available. But in nine states the 
baby death rate in cities of more than 10,000 


population is actually lower for 1923 than in 
the rural communities as indicated by the pro- 
visional reports of the United States Bureau of 
the Census.’’ 

This is true in California, Delaware, Maine, 
Maryland, New Jersey, New York, Oregon, 
Pennsylvania, and Washington. The death 
rates are the same for both city and rural dis- 
tricts in Minnesota and Ohio. The cities have 
gained in this indication of healthfulness since 
1922. In that year only five states showed lower 
baby death rates in cities than in rural districts. 

“‘Great credit is due the cities in these East 
and West coast states for overcoming their na- 
tural disadvantages,’’ says Dr. Palmer, ‘‘and by 
progressive public health work involving pure 
water and milk supplies, extensive educational 
work through hospitals, clinics and nursing as- 
sociations, to have materially cut down their 
baby death rates even below those of country 
districts.’’ 

Dr. Palmer urges complete registration of 
births as one method of reducing baby death 
rates. He explains that if the birth registration 
records are incomplete a community frequently 
does not receive the credit which it deserves. 
At the present time only 31 of the 48 states and 
the District of Columbia are in the Birth Reg- 
sitration Area, the territory in which birth rec- 
ords are filed with such accuracy as to be offi- 
cially recognized by the United States Bureau of 
the Census.—American Child Health Associa- 
tion. 


LIST OF OFFICERS OF OFFICERS’ RESERVE 


CORPS (MED. DEPT.) FROM MASSACHUSETTS 


ORDERED TO ACTIVE DUTY DURING TRAINING SEASON, 1924 


Name Rank 
Adams, Edward A. Capt., Med. 
Aisner, Julius 1st Lt., Dent. 
Amiral, Hiram H. Major, Med. 
Anthony, George Chenery Capt., Med 
Babcock, Harold L. Major, Med 
Basch, William E. R. Capt., Med 
Begg, Alexander S. l., Med 
Belding, John E. Major, Med 
Brennan, Jeremiah F. i[st Lt., Med 
Chaput, Lucien R. Major, Med. 94th Div., Carlisle 
Colgate, Charles H. Major, Med. 94th Div., Carlisle 
Uollins, William J. Col., Med. 94th Div., Carlisle 
Courtemanche, Arthur B. Capt., Dent. 94th Div., Carlisle 
Crockett, Eugene A. jor, Med. . 
a Paisley S. Capt., Dent. 94th Div., Carlisle 
nha, Manuel F. pt., Med. 94th Div., Carlisle 
Davidson, William B. Capt., Med. Ft. H. 
Doyle, John H. Major, Med. (BAG) Ft. Adams, R. I. 
Emmons, Henry M. Major, Med 94th Div., Carlisle 
Flaschner, Abraham M. 1st Lt., Dent. (BAG) Cp. Devens 
Freedman, David D. Capt., Dent. 
Getchell, Robert E. Capt., Dent. 
Gooding, John H. 1st Lt., Med. 94th Div., Carlisle 
Hardy, Stephen F. Capt., Dent. 
Hartnett, Edward D. Capt., Med. 
Hartnett, Patrick S. Capt., Dent 94th Div., Carlisle 
Hussey, Earl U. Capt., Med. 
Jillson, Franklin C. Capt., Med. 
ae. George F. Col., Med. 94th Div., Carlisle 
— ck, William J. Capt., Dent. 94th Div., Carlisle 
ng, Alfred E. Capt., Med 94th Div., Carlisle 


ins, Charles F. 


94th Div., Cp. Devens 
94th Div., Cp. Devens 
94th Div., Cp. Devens 
94th Div., Carlisle 
Z. lst C. Sgn’'s Off. 
94th Div., Carlisle 
94th Div., Carlisle 
94th Div., Cp. Devens 
94th Div., Carlisle 


94th Div., Cp. Devens 
94th Div., Cp. Devens 


XI Corps, Cp. Devens 
XI Corps, Cp. Devens 


94th Div., Cp. Devens 
XI Corps, Cp. Devens 


94th Div., Cp. Devens 


Address 


24 Washington St., Ayer 

141 Sutherland Rd., Brighton 

270 Commouwealth Ave., Boston 
~enton Rd., W. Wellesley 

Woodleigh Rd., Dedham 

183 Harvard Ave., Allston 

45 Hastings St., W. Roxbury 

46 Elm St., Worcester 

St. Elizabeth’s Hosp., Brighton 

67 Broadway, Haverhill 

16 Webster St., Rockland 

160 Main St., Northampton 

272 Massachusetts Ave., Boston 

298 Marlboro St., Boston 

$65 Hancock St., Wollaston 

258 Merrimack St., Lowell 

Rutland Sanitarium, Rutland 

228 North Main St., Fall River 

320 Commonwealth Ave., Boston 

234 Boylston St., Boston 

1140 Columbus Ave., Roxbury 

128 Moody St., Waltham 

584 Centre St., Jamaica Plain 

769 Columbia Rd., Dorchester 

&2 Prescott St., Boston 

153 Brighton Ave., Allston 

32 Cedar St., 

11 Hastings St., W. Roxbury 

207 Bay State Rd., Boston 

153 Brighton Ave., Allston 

83 Mt. Auburn St., Watertown 

208 Ashmont St., Dorchester 


Regiment 


G. Wright, N. Y. 
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Martin, Willard E. 


Capt., Dent. 
Nagle, Luke T. Capt., Vet. 
O’Connell, John A. Capt., Vet. 
Pease, Charles W. Major, Med. 
Perkins, George E. Capt., Med. 
Pettingill, Warren M. Major, Med. 
Pfeiffer, Albert Lt.-Col., Med. 
Pierce, Reuel A. Capt., Med. 
Pyle, Norman J. Ist Lt., Vet. 
Sanderson, George C. Capt., Dent. 
Scheller, Louis Capt., Med. 
Schofield, Roger W. Major, Med. 
Sherburne, William H. Capt., Dent. 
Smith, Edwin E. Capt., Med. 
Streeter, John F. Major, Med. 


August 1, 1924. 


94th Div., Cp. Devens 
94th Div., Carlisle 
94th Div., Cp. Devens 
94th Div., Cp. Devens 
94th Div., Carlisle 
Cp. Devens (Unassigned) 27 Ridge Rd., Lawrence 
94th Div., Carlisle 
State Armory, Worcester 3 Irving St., Worcester 
94th Div., Carlisle 
XI Corps, Cp. Devens 
94th Div., Carlisle 
94th Div., Carlisle 
Ft. Adams, R. I. 
94th Div., Carlisle 
94th Div., Carlisle 


30 Main St., Franklin 
12 Concord Rd., Watertown 

11 Beacon St., Boston 

78 Dedham Ave., Needham 

536 Commonwealth Ave., Boston 


483 Beacon St., Boston 


Agricultural College, Amherst 
1842 Centre St., W. Roxbury 
370 Main St., Brockton 

80 Apricot St., Worcester 
397 Main St., Woburn 

15 Kemper St., Wollaston 

55 Walnut St., Springfield 


THE RECESS COMMITTEE APPOINTED 
TO CONSIDER THE PROBLEMS OF THE 
BOARDS OF REGISTRATION AND MAT- 
TERS RELATING TO MEDICAL PRAC- 
TICE 


Tus committee sat August 13 in room 448, 
State House. The work of the committee will 
consist for the present in conferences with the 
boards of registration. In September public 
hearings will be held. Until the public hearings 
are held information of the details will be with- 
held. 


AN UNDESIRABLE SUPPORTER 


Tue Caduceus, which is designated on the title 
page as The Middlesex Medical Students’ Maga- 
zine, publishes the address of Dr. W. A. Pusey, 
president of the A. M. A., which it regards as a 
great speech and a vindication of The Middlesex 
Medical College. It alleges that Dr. Pusey ‘‘lays 
bare the greatest medical catastrophe, possibly 
the greatest crime of this generation.’’ This 
catastrophe and crime consists in ‘‘the iniqui- 
tous unjust classification of medical colleges by 
the Council on Medical Edueation,’’ according 
to the Cac uceus. 

Those who know Dr. Pusey will wait for his 
own statements before believing that he is tak- 
ing sides with Middlesex. His contentions are 
in harmony with the feeiings of many students 
of the social aspects of medical practice, and we 
believe that Dr. Pusey would never advocate 
encouraging any medical school which is unable 
to demonstrate its ability to provide adequate 
equipment for teaching medicine. 


CORRESPONDENCE 


BOARD OF REGISTRATION IN MEDICINE 


Walter P. Bowers, M.D., 
126 Massachusetts Avenue, Boston, Massachusetts. 
Dear Doctor Bowers: 


Will you please insert in the Mepicat JourRNAL 
the enclosed Act, passed by the Legislature of this 
year, calling particular attention to physicians, that 


in order to prescribe a hypodermic syringe, hypo- 
dermic needle or any instrument adapted to the use 
of narcotic drugs by subcutaneous injection, such 
prescription must be written on blanks which will 
be furnished in duplicate by this Board, the original 
blank being forwarded by the physician to this office 
within five days, giving the detailed information 
required on the regulation blank. For further par- 
ticulars, physicians should address Charles E. Prior, 
M.D., Secretary, Board of Registration in Medicine, 
Room 144, State House, Boston, Massachusetts. 


Very truly yours, 
SaMvuEL H. CALperwoop, M.D., Chairman. 


The amended Act reads as follows: 
(Chap. 239) 
AN AcT REGULATING THE POSSESSION OF HYPODERMIC 
INSTRUMENTS 
Be it enacted, eic., as follows: 


Section 1. Section two hundred and nine of chap- 
ter ninety-four of the General Laws, as amended by 


section one of chapter five hundred and thirty-five 


of the acts of nineteen hundred and twenty-two, is 
hereby further amended by inserting after the word 
“physician” in the tenth line the words:—or den- 
tist,—by inserting after the word “articles” in the 
thirteenth line the words:—, or the holder of a per- 
mit issued under section two hundred and nine A,— 
and by inserting after the word “physician” in the 
twenty-first line the words:—or dentist, the holder 
of a permit issued under section two hundred and 
nine A,—so as to read as follows:—Section 209. 
No person, not being a physician, dentist, nurse or 
veterinarian registered under the laws of this com- 
monwealth or of the state where he resides, or a 
registered embalmer, manufacturer or dealer in 
embalming supplies, wholesale druggist, manufactur- 
ing pharmacist, registered pharmacist, manufacturer 
of surgica! instruments, official of any government 
having possession of the articles hereinafter men- 
tioned by reason of his official duties, nurse acting 
under the direction of a physician or dentist, em- 
ployee ef an incorporated hospital acting under the 
direction of its superintendent or officer in imme 
diate charge, or a carrier or messenger engaged 
in the transportation of such articles, or the holder 
of a permit issued under section two hundred and 
nine A, shall have in his possession a hypodermic 
syringe, hypodermic needle, or any instrument adapt- 
ed for the use of narcotic drugs by subcutaneous 
injection. No such syringe, ncedle or instrument 
shall be delivered or sold to, or exchanged with, 
any person except a registered pharmacist, physi- 
cian, dentist, veterinarian, registered embalmer, 
manufacturer or dealer in embalming supplies, 
wholesale druggist, manufacturing pharmacist, & 
nurse upon the written order of a physician or 
dentist, the holder of a permit issued under section 
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two hundred and nine A, or an employee of an 
incorporated hospital upon the written order of its 
superintendent or officer in immediate charge. A 
record shall be kept by the person selling such 
syringe, needle or instrument, which shall give the 
date of the sale, the name and address of the pur- 
chaser and a description of the instrument. This 
record shall at all times be open to inspection by 
the department of public health, the boards of regis- 
tration in medicine, veterinary medicine, and phar- 
macy and the board of dental examiners, authorized 
agents of said department and boards, and police 
authorities and police officers of towns. Whoever 
violates any provision of this section shall be pun- 
ished by a fine of not more than one hundred dol- 
lars or by imprisonment in a jail or house of cor- 
rection for not more than two years, or both. 
Section 2. Said chapter ninety-four is hereby fur- 
ther amended by inserting after section two hundred 
and nine, the following new section:—Section 209A. 
A registered physician may, subject to the rules and 
regulations of the board of registration in medicine, 
issue to a patient under his immediate charge a per- 
mit to have in possession any of che instruments 
specified in the preceding section. Such permits 
shall be issued upon blanks to be furnished by said 
board and any permit so issued may be revoked at 
any time by it. (Approved April 12, 1924.) 
Nore—Section 209A was created for the purpose 
of enabling physicians to authorize the possession 
of hypodermic syringes for the use of insulin and 
such other medicines as may be necessary in the 
absence of the physician. : 


Cystin NEPHROLITHIASIS—REPORT OF A CASE 


Crowe, A. J. (Journal of Urology. June, 1924). 

The etiology of the disease is still unsolved, but 
it is probably due to faulty metabolism. The urine 
should be examined for cystin in all cases of kidney 
colic and back pains, whether or not they are accom 
panied with kidney X-ray shadows. If the stone is 
associated with cystinuria, disintegration should be 
attempted by the internal administration of alkalis, 
pelvic lavage with alkaline solutions, and limitation 
of protein diet. [B. D. W.] 


Renat Stones PERMEABLE TO THE X-Ray 


Joun M. (Journal of Urology, June, 


Shadowless renal stones are usually composed of 
pure cysiin, xXanthin or uric acid. Stones of such 
composition may produce shadows if other salts are 
mixed with them, or if their structural arrangement 
is favorable. Shadowless renal and ureteral stones 
can be diagnosed by areas of greater translucency 
in the pyelogram or the ureterogram. Stones that 
do rot cast shadows in the roentgenogram will usu- 
ally not be visible when the kidney is fluoroscoped 
after it is delivered through the incision. It may 
be advisable to perform nephrectomy in these cases 


when doubt exists concerning remaining fragments 
of stone. 


NEWS ITEMS 


AN anonymous gift of $25,000 has recently 


been received by the trustees of the Sharon 
Sanatorium. 


Tur New _EnGLanp Sureicat Socrety.—The 
annual meeting of this society will be held in 


meer, Conn., on September 26th and 27th, 


range 


Ae very interesting program is being ar- 


W. T. G. MORTON MEMORIAL 


Tue dedication and unveiling of the monu- 
ment in memory of Dr. William Thomas Green 
Morton, who was the first to administer ether 
for a surgical operation publicly at the Massa- 
chusetts General Hospital, October 16, 1846, will 
take place at Charlton, Massachusetts, his birth- 
place, on Labor Day, September 1, 1924. Mem- 
bers in the medical profession are cordially 
invited to attend. 

Atonzo A. Bemis, D. D. S., 
Secretary. 
145 Main St., Spencer, Mass, 


REMOVALS 


Dr. D. J. FENNELLY, of Fall River, Mass., has 
opened an office at Boston. He is associated 
with Drs. W. R. and A. W. MacAusland of Bos- 
ton and Dr. R. W. Jacksen of Fall River and 
Boston. Dr. Fennelly will be in Boston on 
Wednesdays and Fridays. 


Dr. Cuartes L. Moran has removed his res- 
idence to 23 Sparhawk St., Brighton. 


Dr. Donat J. MacLean is now first assis- 
tant physician at the Monson State Hospital, 
Palmer. 


Dr. Crartes E. Kniautr has removed from 
Union St. to 53 Franklin Ave., Rockland. 


Pr. Harvey M. Warktns has been promoted 
from the position of senior assistant physician 
at the Belchertown Siate School (Hampshire) 
to the Department of Mental Diseases at the 
State House, where he has his office. He has a 
residence in Arlington (Middlesex South). 


Dr. Epwarp A. Rusurorp has moved from 
Essex Street to 184 Lafayette Street, Salem. 


Dr. Epwarp B. Biertow has moved from 
Northampton Street to 9 Walnut Street, 
Worcester. 


Dr. JANE G. Stone has removed from Lake 
St., Brighton, to Chenango Bridge, N. Y. Tuber- 
eulosis Hospital. 


Dr. CLARENCE M. CassenBerry has moved 
from 514 to 395 Commonwealth Ave., Boston. 


Dr. Ransom H. SartweE tt has resigned as as- 
sistant superintendent of the Worcester State 
Hospital to become superintendent of the Rhode 
Island Infirmary, at Cranston, R. I. 


Dr. Leon W. Crockett now has his office in 
his home at 32 Monument Sq., Charlestown, hav- 
ing removed from Medford. He is a member of 
the Suffolk District Medical Society, by vote of 
the Council. 
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NOTICES 


ERRATA 


In a recent paper in the issue of July 24, by 
Dr. A. W. Rowe, under the title of ‘‘The Diag- 
nosis of Endocrine Disorders,’’ Table XV_ ap- 
peared incorrectly ir a few copies. It should 
have appeared as follows: 

TABLE XV 
Endocrine Focus 
Thyroid Pituitary Gonad 
Basal Metabolism 
Female —— 


Sugar Tolerance ad +++ Male 0 


Also in the paper by Dr. A. W. Rowe and 
Dr. Francis H. MeCrudden in the issue of July 
10, the word ‘‘Hyper-thyroidism’’ on page 61, 
column 2, seventh line from the end, should have 
been ‘‘hypo-thyroid.”’ 


Informal Staff Meetings will be held on the 
Boston Fioatine Hosprrau at 7.30 in the even- 
ing on the following dates: August 27, Sep- 
tember 3. All physicians and medical students 
are cordially invited to attend. 


AMERICAN ACADEMY OF PHYSIO- 
THERAPY 


THe annual meeting of the American Acad- 
emy of Physiotherapy will be held September 
8, at 10 A. M, at the Hotel Pennsylvania, New 
York City. 

Important papers from many prominent mem- 
bers of the medical profession will be presented, 
both by members and invited guests. 

Frank B. Granger, M. D., President. 
Byron SpraGueE Price, M. D., Secretary. 


UNITED STATES CIVIL SERVICE EXAM- 
INATION 


The United States Civil Service Commis- 
sion announces the following open competitive 
examination : 


OccUPATIONAL THERAPY AIDi: 
OccuPATIONAL THERAPY Pupm AIDE 


Receipt of applications for the above positions 
will close December 30, 1924. Vacancies exist in 
the Veterans’ Bureau. The entrance salary for 
occupational therapy aide ranges from $1,680 
to $1,800 a year, and for occupational therapy 
pupil aide, from $1,000 to $1,400 a year. Where 
quarters, subsistence, and laundry are available. 
a deduction of $600 a year will be made from the 
salary in cover such items. 

Applicants for these positions must have been 
graduated from a four years’ high-school course 
or must be qualified, by reason of formal study 
in an institution, for admission to a college or 
university of recognized standing ; provided, that 
for not more than two years of the high-school 
course an equivalent period of actual experience 


of ena and experience. 
ull information and application blanks 

be obtained from the United States Civil Servi 

Commission, Washington, D. C., or the secretary 

of the board of U. S. civil-service examiners at 

the post office or customhouse in any city. 


NOTICE OF EXAMINATION FOR EN. 
TRANCE INTO THE REGULAR CORPS 


HEALTH SERVICE , 


EXAMINATIONS of candidates for entrance into 
the Regular Corps of the U. S. Public Health 
Service will be held at the following-named 
places on the dates specified : 

At Washington, D. C. ...September 15, 1924 

At Chicago, Illinois ........... September 15, 1924 

At San Francisco, Cal ....September 15, 1924 

At New Orleans, La. September 15, 1924 

Candidates must be not less than twenty- 
three nor more than thirty-two years of age, and 
they must have been graduated in medicine at 
some reputable medical college, and have had 
one year’s hospital experience or two years’ pro- 
fessional practice. They must pass satisfacto- 
rily, oral, written and clinical tests before a 
board of medical officers and undergo a physical 
examination. 

Successful candidates will be recommended 
for appointment by the President with the ad- 
vice and consent of the Senate. 

Requests for information or permission to 
take this examination should be addressed to the 
Surgeon General, U. S. Public Health Service, 
Washington, D. C. | 

H. Cummrinas, Surgeon General. 


RECENT DEATH 


Dr. Witt1AM PENN HamMMonp, a retired mem- 
ber of the Massachusetts Medical Society, for- 
mer practitioner of Charlestown, died at his 
summer home at Clifton (Marblehead) August 
10, 1924, at the age of eighty. 

Dr. Hammond, a native of Plympton, was 
born Sept. 15, 1843, son of Joseph Sturtevant 
and Betsy (Parker) Hammond. He was de- 
scended on his father’s side from William Penn; 
on his mother’s from the Parkers, who were 
prominent in the colonial history of New Eng- 
land. He was graduated from Phillips Andover 
Academy in 1865, received his A. B. degree at 
Amherst College in 1869, and his degree of doe- 
tor of medicine at Harvard Medical School m 
1873. He was house officer at the Boston City 
Hospital following his graduation and then took 
up general practice at Charlestown. His first 
wife was Sarah Abbie Harrub of Plympton. He 
was a member of the American Academy 
Medicine and the Harvard Medical Alumni A® 


in occupational therapy may be substituted. Cer- 
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